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major step towards a partnership among the 
several states, acting through the Federal 
Government, in an effort to provide for citizens 
some measure of protection against the vicissi- 
tudes and hazards that proponents of the legis- 
lation hold to be inherent in our economic system. 


To Social Security Act of 1935 is a first 


We have had experience with workmen’s com- 
pensation laws. They were a first step in the 
direction of economic security provided by leg- 
islation. and a recognition of the problem of eco- 
nomic insecurity as a public interest. Workmen’s 
compensation laws lay upon the individual em- 
ployer full responsibility and leave to the indi- 
vidual employer a considerable freedom in select- 
ing the manner in which protection is to be 
financed. 


Partnership Between the Federal and State 
Governments 


We have had long experience with legislation 
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to protect mothers and infants against the haz- 
ards of birth. In the interests of higher uniform 
standards, through a program of Federal grants 
in. aid to the states, a partnership between the 
Federal and the state governments has been es- 
tablished, and thus the problem has been accepted 
as of interest to all the people of all the states 
and not to the people of a single state. 


In a decision handed down in the case of United 
States of America v. Butler, et al, Receivers of 
the Hoosac Mills Corporation, the Supreme Court 
of the United States interpreted the language, 
“General Welfare,” as used in the Constitution, 
and laid the foundation for the indefinite expan- 
sion. of the direct influence of Federal legislation 
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in matters that had been looked upon as of purely 
state concern. More recently, the Commerce Clause 
of the Constitution has been accepted as granting 
to the Federal Legislature jurisdiction in the eco- 
nomic field over matters which affect even re- 
motely commerce among the states. 


Grants in Aid 


More and more the Federal Legislature has re- 
sorted to the practice of grants in aid based on 
approval by a Federal agency of the plan ap- 
proved by the state authority. In the interest 
of uniformity and of higher standards Federal 
agencies have insisted upon specific provisions to 
be embodied in plans submitted by the states for 
Federal approval. Indirectly through this process 
the Federal Government has acquired what is 
equivalent to a veto power over the legislative 
acts of the states in matters which, through Con- 
gressional act, have been recognized as imbued 
with an interest that transcends the boundaries 
of state jurisdiction and is, therefore, of concern 
to all the people of all the states. 


This is not the place to enter into any discus- 
sion of the process through which, unnoticed by 
many, the jurisdiction of the state is being cir- 
cumscribed to the exercise of the police power 
and a new method of legislating in matters of 
common concern is being developed under which 
the initiative lies with the Federal Congress but 
under which the will of Congress becomes fully 
effective only through the act of the State Legis- 
lature and the approval of that act by a Federal 
agency created by Federal legislation. This de- 
velopment is in the direction of compliance with 
the purpose of a “More Perfect Union” embodied 
in the Federal Constitution. It is a development 
of transcendent importance. It calls. for more 
earnest study and more clear understanding on 
the part of every citizen than seems to be com- 
monly devoted to it. 


Resorting to this procedure the Social Security 
Act provides for Federal-state cooperation in pro- 
viding assistance to the needy aged, to dependent 
and crippled children, for maternal and child wel- 
fare, especially in rural districts. 


The Act provides a system of unemployment 
compensation and insures uniform standards of 
administration through the exercise of the Fed- 
eral taxing power and grants in aid of minor im- 
portance for cost of administration but with the 
proviso that up to 90 per cent of the amount of 
the Federal tax will be refunded to states which 
conform to the provisions of the Federal statute. 
The legislative provision for unemployment com- 
pensation is a state function, the extension of the 
coverage of the state system becomes in part at 
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least a Federal function through the provision for 
a Federal tax to be paid by the employer subject 
to the definition of taxable employment approved 
by Federal legislation. 


Where Employment in Charitable Hospitals 
Differs from Employment in Commerce 
and Industry 


Employment in a charitable hospital differs in 
many respects from employment in industrial, 
commercial and financial institutions. 


It is commonly accepted as an indisputable fact 
that taxes including the taxes levied by the Social 
Security Act are passed on by the employer who 
pays the tax in the form of higher prices paid 
by the consumer. The tax is paid out of profits. 
The charitable hospital has not the same facility 
for passing on a tax levied upon it. The char- 
itable hospital by definition has no profits. 


Moreover, with respect to volume, employment 
in the charitable hospital is to a high degree 
stable in normal times; and in times of economic 
depression varies, if at all, by increasing. The 
charitable hospital does not therefore contribute 
to the volume of the manual hazard of unemploy- 
ment, against which the Social Security Act seeks 
to protect the employed. 


True, there is not the same stability in per- 
sonnel as there is in the volume of employment. 
This instability of personnel is not in the advan- 
tage of the charitable hospital as an employer. It 
is usually voluntary on the part of a worthy em- 
ployee who, in leaving the service of the hospital, 
is assured more congenial or more remunerative 
employment. Thus instability in hospital employ- 
ment does not contribute to the magnitude of un- 
employment insecurity in anything like the same 
degree as in the employments now covered by the 
unemployment compensation provisions of the 
Social Security Act. 


Charitable Agencies and Taxation 


In all of the states charitable agencies are not 
subject to taxation. To subject them to taxation 
in some states would require the amendment of 
the state constitution. If they were subjected to 
taxation by the Federal law as employers, they 
would have no manner of making effective the 
provision that the taxpayers take credit for 90 
per cent of the tax paid to the states and the state 
would derive no benefit from the Federal tax but 
would have to carry the load of additional ex- 
pense occasioned by the extension of coverage. 


There is no present insistence by state govern- 
ments that the coverage of unemployment com- 
pensation be extended to the employees of char- 
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itable hospitals. There is no reason, economic or 
otherwise, why that coverage should be extended 
to the employees of charitable hospitals. 


Two bills, that were before the Seventy-sixth 
Congress at its recently adjourned first session, 
would amend the Social Security Act of 1935 by 
changing and expanding provisions now in that 
Act and by adding new provisions. These amend- 
atory bills affect the charitable hospital and have 
commanded the attention and made necessary the 
action of your Association. One of these bills 
was enacted and is now law. The other was re- 
ferred to the Committee on Education and Labor 
in the Senate which Committee in turn referred 
it to a subcommittee of its members for study 
and report. We will examine briefly each of these 
bills. 


The President’s Recommendations on 
Social Security 


In a message delivered to both Houses of Con- 
gress on January 16, 1939, the President submit- 
ted a report of the Advisory Committee on Social 
Security and recommended legislation to put into 
effect some of the suggestions which the Commit- 
tee had reported would make more effective the 
assistance provided to the needy aged and to 
needy children, strengthen. maternal and infancy 
care and social service to rural, crippled and blind 
children, and expand the coverage and otherwise 
improve the systems of old age benefits and un- 
employment compensation. 


The President recommended the extension of 
the coverage of the unemployment compensation 
system and of the old age benefits system to per- 
sons employed in tax exempt non-profit charitable 
institutions, including hospitals. The President 
emphasized particularly the desirability of afford- 
ing greater old age security by providing more 
money for grants in aid to the states for assist- 
ance to the needy aged and especially by extend- 
ing the coverage of the old age benefits system. 


The President said specifically that the cover- 
age of the old age benefits system, distinct from 
old age assistance, should be extended to “as large 
a proportion as possible of our population in order 
to avoid unfair discrimination.” 


It was generally admitted that the extension 
of the coverage of unemployment compensation 
and old age benefits to the employees of charitable 
hospitals would imply the extension of the taxing 
provisions of the Social Security Act to the tax 
exempt institutions as employers. 


Ruling of the Supreme Court on Social 
Security Taxes 

In the case of Helvering, Commissioner of In- 

ternal Revenue v. Davis, October Term, 1936, No. 
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910, the Supreme Court in a decision upholding 
the constitutionality of the Social Security Act 
held that the tax levied by the Act is not a con- 
tribution paid to a reserve fund, but a tax paid 
to the general fund of the Treasury. 


No bill or draft of legislation accompanied the 
President’s message of January 16. That mes- 
sage itself was referred to the Committee on Ways 
and Means for study and report. The fact that 
the reference was to the Committee on Ways and 
Means left no doubt but that the bill to be drafted 
by the Committee to implement the recommenda- 
tions of the President would be a revenue bill and 
would extend the taxes to those institutions to 
the employees of which coverage of old age bene- 
fits and unemployment compensation would be 
extended. 


Tax exempt non-profit institutions, religious, 
educational, and charitable, took steps to defend 
their tax exempt status. 


The Hospitals Request the Inclusion of Old-Age 
Benefits in Social Security Act of 1935 


The attitude of the charitable hospitals had 
been stated clearly in 1935 when the bill, which 
later in amended form became the Social Secur- 
ity Act, was still under discussion. At that time 
spokesmen representing the Joint Committee of 
Nine, which itself represented the three Hospital 
Associations, appeared by invitation before the 
Committee on Ways and Means and in a state- 
ment, approving the assistance provisions of the 
Social Security program recommended by the 
President, petitioned the Committee that in draft- 
ing the Act a way be found to not exclude from 
the old age benefits system the employees of non- 
profit tax exempt charitable hospitals, and at the 
same time to safeguard the tax exempt status of 
the hospitals. The Committee on Ways and 
Means received this petition with what appeared 
to be sympathy. The Advisory Committee, how- 
ever, believing that it could devise a system of 
contributory insurance, that would be compulsory, 
insisted that coverage should be extended only to 
employees whose employers would be subject to 
the taxes. As finally enacted, the Social Security 
Act rejected the petition of the hospitals and ex- 
cluded their employees from the old age benefits 
system. 


The Joint Committee of Nine again asked to 
be heard by the Committee on Ways and Means 
while that Committee had under consideration the 
President’s message of January 16, 1939. The 
Committee de’«yed its reply to that request and 
finally, when it had concluded the work of draft- 
ing the bill to amend the Social Security Act, the 
Chairman of the Committee informally advised 
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that it would not hear the petition of the hospitals 
at this time because a majority of the Committee 
had voted against extending the coverage to the 
employees of tax exempt employing institutions. 


The Committee on Ways and Means reported a 
bill which, with minor amendments, was passed 
by the House of Representatives and went to the 
Senate. This bill excluded the employees of tax 
exempt institutions from the coverage of the old 
age benefits system and of the unemployment com- 
pensation system. 


How Exclusion from Old-Age Benefits Affects the 
Hospital Employee 


In discussing the unemployment compensation 
provision of the Act, I have alluded to the fact 
that while the volume of employment in the hos- 
pitals is relatively stable, the turnover in the per- 
sonnel of the hospitals is less stable. Now an 
employed person who passes from a covered em- 
ployment into an employment that is not covered, 
for example, from service in a proprietary to 
service in a charitable hospital, or the reverse, who 
attains the age of 65 will be entitled to old age 
benefits in proportion, not to the total wages 
earned in gainful employment, but to the wages 
he has received while in the service of a covered 
employment. His status under the Social Security 
Act, compared with the status of one who has 
been employed constantly in the service of a cov- 
ered employment, has been impaired for no rea- 
son other than that he was, some of the time, in 
the service of a tax exempt charitable agency. 


These employees are not excluded from any 
other public service supported by taxation. With 
reason, therefore, spokesmen for the Joint 
Committee along with spokesmen from other char- 
itable agencies filed with the Senate Committee 
on Finance, briefs protesting against the exclu- 
sion of their employees and petitioning that that 
Committee find the way to extend coverage to 
their employees without prejudice to the tax ex- 
empt status of the employing institution. 


As amended, the law continues to exclude the 
employees of charitable agencies from the old age 
benefits system. Without any additional cost to 
the employer or the employed, the law as amended 
provides old age benefits not alone for the covered 
wage earner but extends the coverage to include 
his surviving dependents. In this and in. other 
ways the amended act increases substantially the 
value of coverage, with the result that the eco- 
nomic status of an excluded wage earner under 
the Social Security Act is impaired even more 
seriously than it was under the Act as adopted 
in 1935. This impairment extends to employees 
not only of private non-profit agencies but to the 


16 


agencies of municipal, state and federal govern- 
ments similarly employed. 


As employees become acutely conscious of these 
consequences of the Social Security Act, a prob- 
lem of serious implications may present itself. 
The situation. calls for careful and earnest consid- 
eration at this time and for cooperation between 
the several groups of excluded agencies in an 
effort to arrive at some acceptable proposal that 
will at the same time safeguard the tax exempt 
status of the non-profit agencies. Such a proposal 
would be in harmony with our position. if sup- 
ported with unanimity by the included employ- 
ments and would receive, I believe, sympathetic 
consideration by Congressional Committee and 
could be enacted as an amendment to the Social 
Security Act. I recommend it to the serious con- 
sideration of this Association. 


The National Health Bill 


The second bill to amend the Social Security 
Act was the so-called “National Health Bill’ in- 
troduced by Senator Robert F. Wagner. This bill 
represents an attempt to implement by legislation 
recommendations made by the Interdepartmental 
Committee to Coordinate Health and Welfare 
Activities. 


The Health Conference held at Washington last 
spring was in. reality a dress rehearsal of the ad- 
vocates who would support legislation to be in- 
troduced. Notwithstanding and later at sessions 
of the Interdepartmental Committee, spokesmen 
for the Joint Committee presented the views of 
the charitable hospitals. The Joint Committee 
insisted especially that, in whatever legislation 
might be enacted, provision. be clearly made for 
the recognition of private hospitals and for the 
requirement in state plans of clear provision for 
cooperation between the private agencies and ex- 
isting public agencies or new public agencies to be 
established. 


As introduced, the Wagner bill ignores com- 
pletely these suggestions. It not only makes no 
provision for the recognition of private agencies 
or for cooperation between these and public 
agencies, but seems to provide for a public sys- 
tem of health, medical and hospital services, sup- 
ported by local taxation augmented by grants in 
aid from the Federal treasury, that would par- 
allel and probably compete and conflict with exist- 
ing private agencies and hinder the development 
and expansion of their facilities. It would tend 
to substitute state societies for private enterprise 
in the health field. 


The Joint Committee of Nine appeared by in- 
vitation before the subcommittee to which the bill 
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had been referred and presented in an orderly 
manner the viewpoint of the charitable hospital. 
The members of the subcommittee seemed im- 
pressed with the presentation and in sympathy 
with the viewpoint presented. In a preliminary 
report, the subcommittee has stated that while 
there is little or no controversy as to the purposes 
the Wagner Bill proposes to serve, there is con- 
troversy with regard to some of the methods pro- 
gosed to be used, and the subcommittee gives as- 
surance that it will confer further with the 
spokesmen of the charitable hospitals in an effort 
to clarify or change provisions to which serious 
objection is made. 


It seems unfortunate that in this matter there 
has not been full cooperation between the hos- 
pitals and the medical profession. It is important 
that whatever steps may be necessary to bring 
about such cooperation be taken at this time. The 
relation normally prevailing between the hospital 
and the medical profession calls for this coopera- 
tion. 


The Conference of Charitable Religious and 
Educational Agencies 


An effort has been made with some success to 
secure cooperation between the hospitals and 
other charitable agencies. The Joint Committee 
was represented at a conference of tax exempt 
religious, educational and charitable agencies 
called in New York City for the discussion of the 
old age benefits and the unemployment compensa- 
tion provisions of the Social Security Act. The 
viewpoint of the hospitals was presented for dis- 


cussion. Certain church insurance systems ob- 
jected to the extension of coverage to the em- 
ployees of religious agencies alleging that this 
could not be achieved without impairing the tax 
exempt status of the churches nor within the 
framework of the traditional American attitude 
towards the relation of the State to the Church. 


A spokesman for the Association of American 
Colleges and Universities required that the cov- 
erage of the Social Security Act, if extended at all, 
be extended on the same terms to employees in the 
service of tax supported agencies as to employees 
of a tax exempt agency. 


It is my understanding that a second confer- 
ence will be called prior to the convening of Con- 
gress next January. 


What is or seems to be unfortunate in these 
discussions is the little or no interest manifested 
by the employees of the excluded agencies. These 
employees, for the most part are unorganized. 
They have no way of presenting their views. The 
support of the employees for the hospital view- 
point would strengthen the position of the 
hospitals. 


To one practically interested in legislative mat- 
ters, it seems of paramount importance that the 
spokesmen for employments excluded from the 
coverage of the Social Security Act, and for agen- 
cies that stand to be affected by the National 
Health Act, make an effort to coordinate their 
views and be prepared to present them effectively 
when the opportunity arrives, as it probably will 
during the next session of Congress. 
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charitable institutions, and on this basis 

throughout the centuries of history they 
have made a strong appeal to the highest purposes 
of those who carried the interests of their fellow 
men uppermost in their minds and hearts. They 
have been a great civilizing influence as well as 
a haven of refuge for the sick and injured from 
all walks of life and they have achieved a place 
of distinction in the social structure which is not 
overshadowed by any comparable effort outside 
of the church which mothered them. All of this 
they have accomplished in the name of charity 
and they have a right to feel proud of their 
achievements. 


, | chavtai have always been regarded as 


Charity stems from a desire, either inherent or 
inspired, on the part of man to help his fellow men, 
but in hospitals we have learned that all too fre- 
quently good charitable intentions may be dissi- 
pated through efforts to cover more territory than 
circumstances and resources warrant, until finally 
a point is reached where the original intention 
may be obscured and even lost sight of, and the 
results obtained become so diluted that they are 
of questionable value. In the administration of 
charity, we must admit that where there is so 
much work to be done and so few to do it, the 
tendency to allow the heart to overrun the mind 
is understandable, but experience tells us that to 
be productive of the most good, every activity 
should have definite and reasonably clear-cut ob- 
jectives which are possible of accomplishment, and 
the things that detract from the attainment of 
those objectives should be rigorously excluded. 


Early Significance of the Hospital 


In the beginning the term hospital had a much 
broader significance than it has today. Institu- 
tions bearing the name existed for the purpose of 
dispensing hospitality to the needy regardless of 
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the cause of need, and so hospitals for centuries 
attempted a more or less blanket coverage of the 
field of charitable endeavor. They fed the hungry 
who came to their doors, took in and cared for the 
aged and infirm, gave alms to the poor, gave work 
to the needy, extended a helping hand to those 
cast out by society, and in addition to all of these 
services they cared for the acutely and chronically 
ill. Hard pressed to fulfill all of these self-imposed 
and almost unrestricted obligations, hospitals 
reached out in all directions for aid of all kinds 
and descriptions, and made ingenious use of the 
goods and services that were forthcoming. Often- 
times the beneficiaries of the generosity of hos- 
pitals remained to help as best they could—in 
fact, this form of payment for services rendered 
came to be considered a very proper means of 
staffing hospitals. The idea prevailed for cen- 
turies that the care of the sick, in part at least, 
could be accomplished with the type of help thus 
obtained. Even now there are those who believe 
that individuals who have long since outlived their 
usefulness can be absorbed as workers by hospi- 
tals. All of these practices and things had their 
proper place in our development, but the picture 
has changed. 


The Newer Concept of Hospitals 


The term hospitals has come to have a different 
significance. The science of medicine has made 
more progress in the care of the sick in the last 
fifty years than it had made in the five thousand 
years which preceded. To meet the needs of a 
progressive medical profession hospitals have had 
to change their character. Among other things 
they have had to limit their objectives, thereby 
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excluding many activities in which they formerly 
engaged. Other types of institution have relieved 
them of many of their former burdens and more 
and more they are concentrating upon and con- 
fining their efforts to the curative field of medi- 
cine. 


This newer outlook carries with it totally new 
concepts, all of which point directly toward the 
accomplishment of a single main purpose, namely, 
better care of sick and injured people. Many 
highly technical procedures have been developed 
in the laboratories requiring the services of chem- 
ists, bacteriologists, pathologists, hematologists, 
physiologists, physicists, technicians and helpers. 
The dietary phase of medical and hospital care 
has assumed an important role. The bedside care 
of the sick has been taken out of the hands of 
untrained people and this responsibility has been 
placed on the shoulders of a well trained nursing 
profession. Business managers, accountants, 
cashiers, investigators, credit men, purchasing 
agents, field workers and others have taken over 
the business phases of the hospitals. Specialists 
in the handling of medical records have been en- 
gaged. Trained social workers have found a great 
field of usefulness in our organizations. Hospital 
administrators are being trained carefully to co- 
ordinate the efforts of all of these and many other 
groups of workers. Obviously we are recognizing 
the need for properly educated and trained person- 
nel in part at least, but there still remain many 
classes of auxiliary assistants and helpers who 
have not been trained carefully for their particu- 
lar duties, although they sometimes carry impor- 
tant responsibilities. 


In the newer concept of a hospital we must real- 
ize that the painstaking efforts of a fine physician 
may be completely nullified and made ineffective 
if somewhere along the line an incompetent or 
untrained worker fails in his part of the program. 
A maid, an orderly, a dishwasher, or a laundry 
worker may be the weak link in the chain. For 
the highly complicated procedures of present day 
hospitals we need the best type of help that can 
be obtained and to get such help, keep it and im- 
prove it, constitutes one of the big problems of 
hospitals today. 


The Importance of Efficient and Well-trained 
Personnel 


In a majority of our institutions we probably 
spend money for personal services with far less 
intelligence than we do for linens, canned goods 
and other commodities. Salaries account for any- 
where from fifty to seventy-five per cent of our 
expenditures, leaving twenty-five to fifty per cent 
for the purchase of supplies, equipment and com- 
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modities of all descriptions. We have long since 
learned, particularly in the larger institutions, 
that decentralized purchasing is uneconomical and 
inefficient and accordingly the purchasing agent 
has become an accepted and valuable part of our 
organizations. He studies markets and market 
trends, makes rigid specifications covering the 
commodities purchased, inspects goods carefully 
upon receipt to see that his specifications have 
been complied with, and studies the items pur- 
chased when they are in use to determine whether 
or not they meet the needs of the various situa- 
tions to which they are applied. All of these pre- 
cautions are taken to insure the efficient expendi- 
tures of one-quarter to one-half of our budgets. 


What do the majority of us do about the re- 
maining half to three-quarters of our expenditures 
which go into salaries? Certainly we do not ex- 
ercise the same degree of care and concern that 
we do in the purchase of commodities. For the 
most part our efforts in this direction are not 
centralized under an individual specializing in fit- 
ting people to jobs. We do not even have clear 
cut ideas of the jobs for the reason that we have 
not taken the time to work out carefully indi- 
vidual specifications covering each job. We do 
not follow through as carefully as we might to 
see that we get what we need. We do not study 
our labor in operation to assure ourselves that 
each person is so placed that he renders the most 
efficient service to the organization. Sometimes 
we even forget that we are charged by law with 
the responsibility of exercising due care in the se- 
lection and supervision of our employees, and that 
we must be prepared at all times to prove that we 
have exercised such due care. 


All of these things mean that sooner or later, 
if we would operate efficiently, we must take stock 
of our labor needs, study them carefully and see 
to it that they are met properly and not haphaz- 
ardly. Nowhere in our organizations should we 
permit a weak link to threaten the perfection of 
the service we render. It is not any more rational 
to suppose that a hospital will run efficiently with 
only a fractional portion of its personnel educated 
and trained to do the best possible work than it 
would be to expect a 1939 automobile to function 
efficiently using a 1912 carburetor. 


So far I have tried to show that hospitals, prior 
to the twentieth century, attempted a more or 
less blanket type of coverage of the field of chari- 
table endeavor and that increasing knowledge of 
the problems of health and disease made it neces- 
sary for them to limit their activities to the con- 
stantly growing field of curative medicine. To 
meet the increasingly complicated conditions in- 
volved in ministering to the sick, better qualified 
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people became essential. This fact has been rec- 
ognized in many divisions of our hospitals, but 
there still remain many areas in all hospitals in 
which employees must be better adjusted to the 
needs of the institutions from the standpoints of 
economy as well as proper service to patients. 


Few will question the validity of the thesis 
which captions this paper; many, however, will 
want to know how to bring about the conditions 
which the title of the paper implies. 


The Value of a Good Personnel Department 


The first step in the right direction is a good 
personnel department, large or small, part time if 
need be, full time if the size of the institution and 
circumstances warrant. To this suggestion some 
will say they can not afford personnel work, little 
realizing that they are already engaged in such 
work and failing to recognize that fact. It is par- 
celled out among busy department heads who, 
with some exceptions, have neither the time nor 
the inclination to give ample thought and care to 
the selection as well as training of competent help, 
even though most of their budgets go into sal- 
aries. Somehow, somewhere in practically every 
hospital that is worthy of the name, someone 
could be designated to give special attention to the 
labor problem in all of its manifestations. I am 
going to be bold enough to say that if every head 
of every large department in every hospital de- 
voted his or her entire time to personnel work, 
leaving everything else to subordinates, those hos- 
pitals would be better off financially than they are 
today, and the patients would receive better care. 


The Task of the Personnel Officer 


The first task of a personnel officer should be 
a thorough study of every job in the institution 
from that of the superintendent down to that of 
the most menial worker. Out of the materials 
gathered from this study it should be possible to 
formulate accurate specifications for each class of 
positions in the organization. These specifications 
may then serve most helpfully in filling positions. 
On the basis of a carefully thought out job speci- 
fication the personnel officer should know what 
kind of help he is looking for and as he grows in 
experience he should fail less frequently in fitting 
people properly to the jobs which he is called upon 
to fill. In all of his selections he will give careful 
attention to the educational and other qualifica- 
tions which are enumerated in the specification, 
thus assuring within the limits of human error 
the proper kind of raw material. Furthermore, 
the discussion of the job specification with the 
prospective employee orients the latter in the or- 
ganization, points out to him the character of his 
work and differentiates his class of position from 
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every other class of position in the institution. 
This is, as it should be, the first step in his train- 
ing. 

The next task of the personnel officer will be to 
see to it that the new employee is properly intro- 
duced to his job by those who thoroughly under- 
stand its nature, and that provision is made for 
constant supervision and guidance until the em- 
ployee is thoroughly conversant with his duties 
and responsibilities and the part he plays in the 
organization. Training classes for all sorts of 
employees are not at all uncommon in hospitals 
with well developed personnel departments. The 
actual training program must be perpetual, thus 
insuring better and better qualified people. De- 
partment heads themselves must assume the re- 
sponsibility of seeing that the teaching is done and 
they should be selected with this thought in mind. 
Proper programs will encourage employees to use 
their imaginations in trying to improve the par- 
ticular task they are performing. The training of 
the most menial employee cannot be neglected. 


Maintaining a High Morale Among Hospital 
Employees 


To develop and maintain a high morale among 
employees we must view their relationship to the 
organization through their own eyes occasionally. 
We must try to see their side of the picture. They 
desire opportunities for advancement and these 
should be provided in part by graduated salary 
schedules which reward length of service and ex- 
ceptional service. Opportunities to prepare for 
positions in grades higher than the ones they oc- 
cupy should be available. Employees, above every- 
thing else, want fair dealing, which means oppor- 
tunities to be heard regarding their complaints. 
Employment policies should be defined and ad- 
hered to so that the employee may know exactly 
what he is entitled to in return for his services. I 
cannot begin to enumerate all of the activities of 
this many faceted personnel function but a few 
additional suggestions will help to show how the 
personnel officer may serve to implement our de- 
sires for better educated and trained personnel, 
happy, contented and fairly treated working 
forces, and consequently more efficient institu- 
tions. 


This department serves the procurement func- 
tion in the personal service field just as the pur- 
chasing agent serves a similar function in the 
commodity and equipment field. It is responsible 
for seeing to it that we know what we want and 
need in the way of help and that what we get 
meets requirements. Incidentally in this connec- 
tion a word of warning should be injected against 
the development of personnel departments in 
which the personnel officer becomes a dictator in 
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engaging help. The employment and discharge of 
personnel are department head functions in which 
the personnel officer serves as a consultant. He 
proposes candidates for a job and gives reasons 
for his proposals, but the final selection must re- 
main with the department head who is held re- 
sponsible for the performance of his or her de- 
partment. In dismissals the final authority and 
action may rest with the department head, but 
only after consultation with the personnel officer 
and if necessary the chief administrative officer. 
This amounts in substance to giving the depart- 
ment head only the authority to recommend dis- 
missals. It prevents summary discharges by those 
department heads who do not know how to use 
authority properly and guarantees fair play to 
employees. 


The Personnel Officer as an Educational Director 


Until such time as hospitals wake up to the full 
import of their educational responsibilities and 
respond by developing educational departments to 
further these activities, the personnel officer must 
be an educational director at least so-far as the 
training of personnel in the hospital is concerned. 
He may not do much of the educational work him- 
self, but he will coordinate such effort within the 
institution and see to it that it is accomplished. 


The health program for employees is important 
in the development of standards of service and, for 
reasons too numerous to mention, should be in- 
tegrated into the well rounded personnel program. 


The matter of wage schedules is an important 


consideration in all hospitals today and the per- 
sonnel officer must work continuously and con- 
sistently toward the development of sound policies 
in this area. The sooner we begin to spend that 
portion of our budget which goes into salaries 
intelligently, the sooner it will become possible 
for us to stop apologizing for the wages we pay. 


The recreational, self-improvement and social 
welfare phases of employee relationships contrib- 
ute greatly to higher standards of service, both 
directly and indirectly, and should not be neg- 
lected in the management of personnel. 


Once under way, the duties and scope of activity 
of a personnel officer increase rapidly as various 
details of operation come to be recognized as per- 
sonnel problems. 


In conclusion, may I say that hospitals have 
changed remarkably in recent years in particular. 
They have become so complicated and so highly 
technical in their work that highly trained people 
are necessary to their operation. This need has 
been partly met, but there is more work to be 
done if proper standards of service are to be main- 
tained. As a means of solving the difficulties in- 
volved I have suggested strong emphasis on per- 
sonnel work and I have tried to point out in a gen- 
eral way the problems of this field and some of 
the procedures and policies essential to its devel- 
opment. With hospitals recognizing the impor- 
tance of and need for personnel work and becom- 
ing more and more active in this direction, im- 
proved standards of service to the hospitalized 
patient will follow. 





Dr. Theodore Chamberlin, Philanthropist 


Dr. Theodore Chamberlin, a prominent physi- 
cian of Concord, Massachusetts, who died August 
8, left a fund of $300,000 to found the “Frederic 
Dean Chamberlin Endowment” in memory of his 
beloved brother, a pioneer of Spokane, Washing- 
ton. The endowment is for the Deaconess Hos- 
pital of Spokane, and under the terms of the will 
the corpus of the endowment is to be kept intact. 
The income from the endowment is to be used 
only for the current operating expenses of the 
hospital. 


Dr. Chamberlin went to Spokane in 1891, the 
year after he was graduated from Harvard, and 
laid the foundation for his medical career by 
spending a year in the study of medicine under 
his preceptor. He was a frequent visitor to Spo- 
kane in later years, and became interested in the 
Deaconess Hospital and its work. The doctor told 
his friends that he “was impressed with the meth- 
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ods, care and service of the Deaconess Hospital, 
they were so motherly.” 


Dr. Chamberlin bequeathed $500,000 to the New 
England Deaconess Association for the purpose of 
the construction and maintenance of two homes 
for aged men and couples, one of which was to 
be located in Concord. 


ncaa panini 


The loyal worker is the man who is heart and 
soul with the organization, because he knows that 
his welfare is bound up in the success of the busi- 
ness. The loyal employer is the one who is heart 
and soul with his workers, because he knows that 
his success depends upon their cooperation. 


———— 


Recently by means of television a group of in- 
terns, nurses, and doctors witnessed an operation 
in another section of the hospital and in another 
room 500 feet away. 
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The Place of Government Hospitals 


in the General Hospital Field 


REV. ALPHONSE M. SCHWITALLA, S.J. 


HE trend in construction and operation of 
T eovornmen hospitals has been. discussed so 

frequently that it seems unnecessary at the 
beginning of the present discussion to present an 
elaborate analysis of government hospital statis- 
tics. A review of a few salient facts will serve 
the purpose of this paper. 


Reviewing a Few Facts 


During the ten years from 1927 to 1938, the 
number of hospitals registered by the American 
Medical Association has decreased by 641. Eighty- 
one of the hospitals which are no longer listed 
were government hospitals and 560 of them non- 
government hospitals. 


Number of beds— 


During the same period, the number of beds in 
the registered hospitals has increased by 380,062, 
a percentage increase of 35 per cent. The increase 
in the bed capacity of the government hospitals 
was 49 per cent; in that of all nongovernment 
hospitals, 12 per cent. 


Number of patients— 

The number of patients between the years 1931 
and 1938 increased from seven million to nine and 
a half million but the percentage increase of the 
patients in the government hospitals was 42 per 
cent as contrasted with the percentage increase 
of the patients in the nongovernment hospitals of 
28 per cent. 

Average daily hospital census— 

The average daily census of the government 
hospitals in this ten year period increased by 38 
per cent, so that in 1938 it was very close to a 
million patients per day. The percentage increase 
in the average daily census of the government 
hospitals was 18 per cent; in the nongovernment 
hospitals, it was 13 per cent. 


Population increase— 


During the years from 1927 to 1938, the per- 
centage of population increase in the United States 
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amounted to 5.3 per cent. The percentage in- 
crease, therefore, in the bed capacities of the gov- 
ernment hospitals was six times greater than 
the percentage of population increase, while the 
percentage increase of beds in nongovernment 
hospitals was only two times greater. 


I am fully aware of the fact that in making 
these general statements we are not differentiat- 
ing as to the type of service rendered by the 
government and the nongovernment hospitals 
nor am I distinguishing among the government 
hospitals, the various types of governmental con- 
trol under which these hospitals are being con- 
ducted, whether, namely, they are under Federal, 
state, county or municipal control. For the pur- 
poses of this paper, these distinctions might well 
be considered irrelevant. These summarizing sta- 
tistics are presented chiefly to show the volume in 
the increase of facilities of the government hos- 
pitals as compared with the nongovernment hos- 
pital and the consequent increase in the number 
of persons who in their illness find their haven in 
institutions under governmental control as con- 
trasted with a number of those who under similar 
circumstances avail themselves of the facilities of 
a nongovernmentally controlled institution. 


The same general trend is obvious when we seek 
to achieve our purpose in another way. In 1927, 
the hospital beds under governmental control con- 
stituted 64 per cent and those under nongovern- 
mental control, 36 per cent of the total hospital 
beds. By 1938, the percentage of beds under gov- 
ernmental control had reached 70 per cent and 
those under nongovernmental control had declined 
to 30 per cent. In 1931, the number of patients 
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in the government hospitals constituted 25 per 
cent of the total patients, whereas in 1938 they 
constituted 28 per cent. In 1927, the patients 
making up the average daily census of the hos- 
pitals, in government institutions, was 70 per 
cent; during the year 1938, it was 76 per cent. 
There was thus an increase in the government 
hospitals in the number of patients constituting 
the daily census from 70 per cent to 76 per cent 
of all persons hospitalized, while the daily census 
of all hospitals in this period increased by 38 per 
cent. 


By way of general summarizing statements, I 
may offer the following: 


1 The government hospital is occupying an in- 
creasing importance in the health care of the 
nation; 


2 Facilities for the care of patients in govern- 
ment hospitals are today more than twice as 
great as those offered by nongovernment hos- 
pitals; 


3 While the annual number of patients in gov- 
ernment hospitals is at present only one-third 
of those in nongovernment hospitals, the num- 
ber of patients in the government hospitals in 
the last six years has been almost doubled; 


4 Of all the patients hospitalized on a particular 
day, seven-ninths at present are in govern- 
ment hospitals as compared with two-thirds 
only ten years ago. 


Interpretation of These Facts Are Varied 


These facts, and I believe I have given an ac- 
curate summary of the situation, are a challenge 
not only to the student of government and to the 
student of the national health, but also they are of 
particular interest to the administrator who is 
carefully watching the trend of the relationship 
between the public and the private agencies. 


The interpretations which have been placed 
upon these facts are, as we know, many and varied 
ones. To take extreme views, the facts are inter- 
preted by some students as indicative of the pub- 
lie’s increasing reliance on government and as 
further indicative of the willingness of the public 
to delegate to the government, an increasing re- 
sponsibility over all matters affecting the individ- 
ual’s interest. At the other extreme of thought, 
we find those students who see in the present 
situation, a menace to individualism and who by 
reason of their psychological attitudes, resent 
what they call the aggressive aggrandizement of 
government. A group of students in the middle 
between the two extremes are inclined to see in 
the developments, no necessarily planned or con- 
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scious process but view them as the necessary re- 
sultant of a social evolution. These attitudes are 
at the present time so well understood and have 
been so broadly debated that again it seems un- 
necessary here to dwell at length upon basic atti- 
tudes and the corollaries derived from them. 


The Concern of the Government for the 
Care of the Sick Is Not New 


In any discussion of the place of the govern- 
ment hospital in the health care of the nation, it 
seems necessary to reiterate at least, this much 
history: The personal care of the sick under non- 
governmental auspices preceded the impersonal 
and official care under governmental auspices. 


The history of hospitalization and of health 
care, at least in the United States, presents un- 
mistakably a process by which more and more of 
the nongovernmental concern for sickness and 
health has been assumed by governmental inter- 
ests. At times, this process was accelerated; at 
other times, it was retarded, but probably there 
was never a decade since the first organization of 
the Philadelphia Hospital or the Bellevue Hos- 
pital, to choose definite starting points, when the 
government did not assume responsibilities for 
health and sickness care which had not been previ- 
ously performed by nongovernment agencies stim- 
ulated by private initiative. 


During the last three decades and particularly 
during the last decade, this governmental concern 
for the health of the nation has increased with 
an emphatic acceleration until it culminated in our 
National Health Program and particularly in the 
formulation of the National Health Bill of Sen- 
ator Wagner. Ample opportunity would here 
present itself for psychological, sociological, 
economic and even philosophical analyses. It is 
hard to resist the temptation to enter into these 
numerous lines of thought for the purpose of re- 
vealing the countless implications of these public 
documents. Perhaps one or two considerations 
may be thought worth while as shedding some- 
what more light upon my further remarks. 


Sociological Laws Will Not Be Thwarted 


Those who disapprove the public documents to 
which we have referred have given expression to 


many and serious objections. It is not claimed . 


for a moment that neither all the sincerity nor all 
of the political scheming is necessarily on one side 
or the other of the controversy nor that there is 
no scheming but all sincerity in the attitude of 
those who advocate a mid-point interpretation. 
Perhaps, however, it has not been sufficiently 
pointed out that one of the causes of resentment 
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against the present program of governmental 
control lies precisely in the fact that the inter- 
departmental committee attempted through gov- 
ernmental coercion to change a spontaneous and 
naturally growing trend into a directed and 
coercively planned evolutionary process. It is one 
thing to recognize the facts and factors of natural 
growth and quite a different thing to force that 
growth or the factors controlling it. We may 
know the laws of inheritance of many a human 
trait; we fall far short of results when foolishly 
we attempt to control that inheritance. Biological 
laws will not be thwarted, neither will sociological 
laws, nor for that matter, economic laws, at least 
not over long periods of history. The wisdom of 
the ages dictates progress by minimal differences, 
not progress by a revolutionary cateclysm. 


A further observation which might well be 
made here is this, that public as identified with 
governmental responsibility for health and 
sickness care cannot well outrun the progress of 
medical science. No one who understands the 
progress of the public health services in the 
United States resents the growing importance of 
that movement. It should be noted, however, that 
the pattern which we have adopted in the United 
States as the result of circumstances is not the 
only pattern through which a public health activ- 
ity might have developed. We have accepted the 
dominant influence of governmental concern in 
public health procedures. Perhaps this was in- 
evitable at the time when public health measures 
were developed. If they were developed today, 
in a highly individualistic society, for example, 
there can be no doubt but that the public health 
techniques and procedures could be made just as 
effective through personal education as they are 
today effective through health legislation. 


It is often forgotten that the measure of the 
cultural level of the nation is not the multiplicity 
of laws but the educational content of the law; not 
regulation through the law, but public instruction 
through the law. And so the paucity of laws rather 
than their number is a measure of the nation’s 
greatness. 


Concern for “Local Differences” Difficult in 
National Planning 


When we extend the influence of public health 
regulation into increasingly wider areas of 
human interest, we are at the same time in the 
existing order of things, subjecting those wider 
interests to those forms of legislative direction and 
even. coercion which we have, at least in the 
United States, accepted as the medium through 
which public health functions are being chiefly 
exercised. When we extend the techniques and 
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procedures of public health into the hospital field 
and direct government hospital development by 
the techniques of national planning and national! 
subsidization without due concern for a countless 
variety of circumstances which we lump together 
under the general designation of “local differ- 
ences,” we are entering upon a program, the wis- 
dom of which may not meet with the approval of 
history. 


I do not deny for a moment that there exis: 
governments and nations for which the proced- 
ures and implications of the National Health 
Program might not conceivably be best, proced- 
ures and implications which would be indigenous 
in those governments and nations. I am assert- 
ing, however, that for the United States at least, 
those procedures and implications are exogenous, 
at least in the present state of our social develop- 
ment. I would go even further and insist that 
I for one would hope that at no time should the 
concern for the nation’s health become so com- 
pletely the concern of government as is contem- 
plated in the National Health Program and in 
the legislation which has thus far been drafted 
to give force to that program. 


What then, is the place of the government hos- 
pital in a national health program? 


The answer which is the only answer that I can 
give to this important question must be based 
upon a measure of idealism. I recognize that this 
idealism is not immediately translatable into an 
instantly workable program. I realize too, that 
the answer must be an objective towards which 
and for which I, as a hospital administrator and 
a citizen, earnestly desire to strive. After all, the 
national health legislation has forced us to look 
more intently into the future, to peer through the 
veil, if possible, that hides from us the unknown 
that is to come and since the unknown is as yet 
not factual and since too, that fact alone gives us 
the opportunity to strive for what we desire to 
be the factual of the future, it is worth while to 
spend as much time in discussion of what ought to 
be as we spend on discussing what will be. 


Let me attempt to summarize the place of the 
government hospital, as I see it, in three princi- 
ples and discuss each of these with reference to 
one or two of the present day controversial issues. 


The Distinction Between Government and 
Nongovernment Hospitals 


Within certain limits, the designation of gov- 
ernment and nongovernment hospitals should 
refer chiefly to the type of ownership to the ex- 
clusion. of other differences. This principle, I am 
sure we are all aware, is not accepted today. 
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Without attempting to point out the many com- 
monly recognized differences between the govern- 
ment and the nongovernment hospitals, we 
are aware of the fact that ownership is perhaps 
the least stressed of these differences. Depend- 
ing upon our various experiences, we are inclined 
to emphasize various phases of the differences. 
Some of us will point out, for example, that the 
government hospital is more subject to political 
influences in the operation than the nongovern- 
ment hospital; that the government hospital is 
an institution for the care of the indigent, while 
the nongovernment hospital makes the care of 
the indigent only an incidental activity; that the 
government hospital is tax supported and the 
nongovernment hospital is supported by fees 
from patients and by voluntary contributions; 
that different standards of medical service are 
maintained in the two groups of institutions; that 
teaching functions are carried out more exten- 
sively in certain government hospitals than in 
the generality of nongovernment hospitals; that 
the personnel of one of these groups is charac- 
terized rather by formal efficiency, while that of 
the other, by a personal devotion in service; that 
one is more subject to legislative attack for public 
and professional liabilities than the other; and 
so on through a vast multiplicity of large and 
small group traits which are assumed, or in some 
cases, are actually found to be characteristic of 
the government hospital, on the one hand, and 
of the private hospital, on the other. I am aware 
of the fact that some of these differences must 
continue to exist. Circumstances of ownership 
and therefore, of responsibility, determine the 
pattern of the institution and the individuality 
of the institution. 


If, however, it were my privilege to lay down 
a program for the future of the government hos- 
pital, I should like to insist that the objective to 
which I should want to strive is towards the ef- 
facement of all of those many differences which 
are now recognized except those which depend 
necessarily upon public ownership, on the one 
hand, and private ownership, on the other. It is 
here that the phrase which I have just used would 
merit more complete analysis and explanation. 


What the limits are within which it would ever 
be possible to conceive of the government hos- 
pital and the nongovernment hospital as unified 
in objective and in operation, would lead us en- 
tirely too far to discuss. I believe, however, that 
the limits are susceptible of rather complete 
analysis. 


The Indigent a Ward of Society or a Responsibility 
of Government 


Concerning two areas of interest, I should like 
to permit myself a further word or two of com- 
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ment. There is a large school of thought which 
is inclined to relegate to the government hos- 
pital, the function of caring for the indigent. This 
group of students visualizes the care of the indi- 
gent as a public responsibility of government or 
of the state. Against this viewpoint, I would in- 
veigh with all the emphasis at my command. The 
indigent has always been the ward of society. 
Governmental and nongovernmental agencies have 
contributed towards the solution of the problems 
of the indigent sick. Out of that care for the 
indigent, have burst the finest flowerings of chris- 
tian philanthropy and supernatural Christ-like 
charity. The indigent has not been demeaned 
by the sublimity of a supernatural virtue of char- 
ity, rather has he been elevated to a Christ-like 
figure suggestive to the eyes of faith and the 
heart of christian piety, of the Divine Victim on 
Calvary’s Cross. 


There have been those who have clamored for 
medical care for indigents as the right of the 
indigent claiming this as justice and opposing 
any trend towards an increasing emphasis upon 
the motive of charity. The viewpoint, I believe, 
represents a misunderstanding of the motive of 
charity. I, for one, cannot conceive of the gov- 
ernment hospital as the hospital for the indigent 
and of the nongovernment hospital, as the hos- 
pital for the nonindigent simply because I cannot 
accept the indigent as a ward of the state or of 
government but must conceive of him as the ward 
of the totality of human society, of the govern- 
mental as well as of the nongovernmental agency. 


Nevertheless, the governmental agency will al- 
ways, no doubt, by reason of its tax supported 
character, bear a large percentage of society’s 
privilege of caring for the indigent. I insist that 
it is not a burden but that it is a privilege, a priv- 
ilege for which the taxpayer is paying and this 
tax, of all other taxes, is one towards which the 
taxpayer should feel no resentment. In fact, I 
might suggest that if more of the taxpayer’s 
money were dedicated to the care of the indigent 
and less to the other purposes of government, our 
tax burdens would be less of a social and economic 
irritation. 


The Teaching Function of the Government 
Hospital 


I recognize, too, the teaching function of the 
government hospital. We have been accustomed 
in our medical economics to think of the develop- 
ment of the medical, the nursing and allied pro- 
fessions, as associated in some way with the care 
of the indigent. We have been dulled to the horror 
of thinking of the indigent patient as “teaching 
material.” We have been accustomed to drawing 
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a rather sharp line between the teaching function 
in the nongovernment hospital than in a gov- 
ernment hospital, assuming that in the former, 
more delicacy, tact and human consideration pre- 
vail than in the latter. This distinction too, if 
it is a valid one, and I am not conceding that it 
is, must vanish in our government institutions, 
the responsibility for the development of the 
health caring professions, must be visualized as 
facilities of exalted value for which the officials 
of these governmental agencies have a high re- 
sponsibility implying as it does, a responsibility 
for the safeguarding of human dignity and human 
right. 


Many other phases of the differentiation be- 
tween the government hospitals and the nongov- 
ernment hospitals might be pointed out. I must, 
however, progress to the second statement of the 
program which I am summarily sketching for the 
future of the government hospital. 


Advantages and Prerogatives of Government 
and Nongovernment Hospitals 


Assuming that it is possible that the differences, 
except those flowing from ownership, between the 
government and the nongovernment hospital 
can be effaced, I will insist that the advantages 
and prerogatives should be equal in both types of 
institutions. 


We have been accustomed to regarding the gov- 
ernment hospital as possessing the chief prerog- 
ative of immunity from direct financial responsi- 
bility. The cares and worries of the hospital ad- 
ministrator in a nongovernment institution do 
not worry the administrator of the government 
institution. His allocation is more or less fixed; 
the budgetary allotments are pre-determined; he 
expends his budget totals to the point of exhaus- 
tion and then either secures a further subsidy or 
he is relieved for further responsibility for serv- 
ice. The administrator of the nongovernment 
hospital, on the other hand, faces the never ceas- 
ing struggle for funds. He is worried not only 
about per diem costs but also about per diem in- 
come; he frets about allocations from United 
Charity funds; makes himself responsible for an 
increase in the list of his contributing benefac- 
tors; his anxiety about women auxiliaries who 
supply this or that need; and in a thousand ways 
must make himself a provider for the hospital 
besides caring for the standards of medical 
service. 


Far be it from me to deny the reality of all 
of this. I wish to point out, however, that there 
are other resources besides financial ones which 
the hospital has and in which I should like to 
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see the governmental and the nongovernmental 
agency share. There are monetary resources, it is 
true, which are indispensable, but let us not for- 
get that the good will of the nation, the voluntary 
dedication of millions of citizens who contribute 
to the democracy of public life, the powerful in- 
fluence of social action, the sublime asset of self- 
sacrifice of individuals and of groups, the dynamic 
force of religion with its vast motivations that 
drive men. onward in the pursuit of the cause; 
all of these loyalties and of these dedications are 
resources which should be available to the govern- 
ment and the nongovernment hospital alike. 
If the relationship between the government and 
the nongovernment hospital were that of a close 
partnership, of mutual respect one for the other 
and of a proper division of labor, these re- 
sources no less than the financial ones would be 
shared by the two groups of institutions and one 
group of agencies would be deeply concerned in 
making its particular resources, be they tangible 
or intangible ones, accessible to the hospital of the 
other group. 


Financial Subsidies 


In this connection, we cannot refrain from a 
word of comment on financial subsidies. If the 
theory is accepted that the indigent is the ward 
of society and not only of the state, then there 
is no difficulty about governmental subsidies to 
the nongovernment hospitals for days of unre- 
munerated hospital care. If that viewpoint is ac- 
cepted, the nongovernment as well as the gov- 
ernment hospital will share in those subsidies 
just as the government hospital should be re- 
lieved of the odium of the attitude that it care for 
the indigent because it is a tax supported insti- 
tution. My point is that all of the resources of 
the community, the community’s concern for its 
sick, the community’s idealism, the community’s 
loyalty, should be distributed to the government 
hospital and to the nongovernment hospital alike. 


The community should not take the attitude 
that it is doing for the government hospital, all 
that it must do by supplying funds for the conduct 
of the institution, and that it can, therefore, dedi- 
cate all its other psychological, ethical, and social 
resources to the promotion of the good of the 
privately owned institution. Not in this way lies 
progress but in the insuring of a high level of 
medical care for all of the patients in the com- 
munity, be they in the government or in the non- 
government hospital. 


The Cooperative Partnership of the Government 
and the Nongovernment Hospital 


Assuming again that this thinking is correct, 
we might postulate as a further step in this ideal- 
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ism, the conception that the government and the 
nongovernment hospital are laboring in a co- 
operative partnership in their total community. 
This partnership depends upon and pre-supposes 
deep regard which each of these agencies will 
have for the individuality of the other: each for 
the work of the other; each for the personnel of 
the other; each for the responsibility of the other; 
each for the patients of the other; each for the 
community’s support of the other. A partnership 
to be successful must be based upon profound 
and deep respect. In a partnership, there can be 
no domination of one partner over the other. 
There must be mutual confidence concerning com- 
munity problems; there must not be an. over- 
weighting of responsibility on one side and an 
over-weighting of financial or other support, on 
the other side. There is nothing inherent in our 
American traditions nor in our American govern- 
mental procedures nor in our legislation nor in 
our social attitudes which will prevent the smooth 
functioning of this partnership. 


Division of Labor 


A fair division of labor, different in each com- 
munity, depending upon local patterns preceded 
by wise and cooperative community planning, can 
ensure that understanding which will result in 
noteworthy social results. Preferential legisla- 
tion for one group to the detriment of the other 
will be avoided. Taxation will be assessed with 
reference to the total community health resources 
and not with reference only to governmental 
health resources. Planning will take place with 
reference to all the groups of the population and 
not merely with those groups who are assumed 
to profit most by tax levies. If in this partner- 
ship due to a necessary characteristic, the gov- 
ernment hospital is accorded a leadership in cer- 
tain areas, that leadership will be tactfully and 
humanely exercised not as a domination but as 
the expression of a good will towards the entire 
community. The community will respond to that 
leadership with an understanding of the govern- 
ment’s problems in dealing with health and sick- 
ness care. The strains which have been developed 
in so many places between the public and the pri- 
vate institutions, the disregard on the part of the 
government institution of the special purposes 
of the nongovernment hospital and, on the other 
hand, the resentments on the part of the nongov- 
ernment hospitals of certain necessary responsi- 
bilities of the government institution, can then 
be made to vanish. 


Conclusion 


Such is the place of the government hospital 
which I visualize in a national health program. 
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In our American pattern of government, we have 
permitted the development of the fullest freedom 
for personal initiative in social action, for a per- 
sonal expenditure of energy in the promotion of 
social programs, for a personal sacrifice of our 
individual resources, monetary and otherwise, in 
our dedication to a common purpose. If we per- 
sist in activities which depend upon the successful 
integrations within this pattern, we are entering 
upon no untrodden paths nor upon any untried 
programs. We are rather intensifying the efforts 
of the past and we are bringing to bear upon the 
problems of the future, the accumulated experi- 
ence of a century and a half of American social 
history. If, on the other hand, we enter upon 
programs which devaluate the dignity of the in- 
dividual, which depress the effectiveness of pri- 
vate initiative and which threaten the extinction 
of all but legislative influence as a molding force 
in social patterns, then surely we are proceeding 
in a direction sufficiently full of menace to scare 
even the most foolhardy among us. 


All our government institutions, including our 
government hospitals, should be for us sources 
of pride, not sources of fear; sources of satisfac- 
tion, not sources of concern; if the government 
hospital can conceive of itself as being in active 
partnership with nongovernment institutions, if 
both groups can share their work, their idealism, 
their spirit of service, their responsibilities; if 
both can view one the other as having common ob- 
jectives, common procedures, common resources, 
then I humbly submit the future importance of 
the hospital in America is assured. The govern- 
ment hospital must never become a menace to 
the nongovernment hospital. 


I cannot view dispassionately a program by 
which, for example, the importance of the govern- 
ment hospital should be so exaggerated that the 
future of the Catholic hospital should be threat- 
ened. Take away from the Catholic hospital its 
concern for the indigent and you deprive every 
Catholic sisterhood that has been founded for the 
care of the sick poor of a reason for its very ex- 
istence. The same statement can be made with 
reference to many other altruistic charitable ac- 
tivities in the hospital field all of which would 
vanish if the government hospital becomes for 
us the dictator in the hospital field through the 
sanctions of ill-advised legislation. If, on the 
other hand, the government hospital views itself 
in a cooperative partnership with all the hos- 
pitals of its community, then it has a public func- 
tion that is worthy of the fundamental principles 
of American governmental traditions. 
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The Administrator and His Hospital 


FRANK R. BRADLEY, M.D. 


and conventions are adventures in adult 

education. What treasure we find, what 
beautiful vistas we discover, and what golden op- 
portunities come to us at these meetings is largely 
in our own hands. Conventions are in fact but 
brief refresher courses and fill in the gap between 
our daily work and a more formal program of 
education such as hospital institutes, and are, 
naturally, of more value to those of us who are 
already in the hospital field than to those thinking 
of entering upon a career in hospital adminis- 
tration. 


: find eon Associations with their meetings 


A Renaissance in the Hospital World 


There is a revolution going on in the hospital 
world—a period of revision and renovation—a 
true Renaissance. This change is not only a re- 
vision, but a complete transformation, particu- 
larly in the business functions of the hospital. 
The fashioning of the finished product of these 
changes is not entirely in our hands, but we are 
in a position to do much toward the end result. 
In a great measure, hospitals like other human 
institutions are largely what the people want 
them to be, and therein lies our golden. opportu- 
nity. We can, through distinguished hospital serv- 
ice, definite sustained programs of education, and 
through contact with our communities show the 
public the true worth of our hospitals. A glori- 
ous future is in store for us if we will but remain 
hopeful and follow along the new frontiers which 
advances in scientific and mechanical things have 
opened to us. 


I do hope that I can bring new ideas to your 
attention, but my chief effort will be to hearten 
you in your difficult task as hospital administra- 
tors. To this end I have made bold to use ideas 
taken largely from “The Soul of Samuel Pepys” 
written by Gamaliel Bradford, a book which I feel 
every hospital administrator should have in his 
working library alongside the Bible, Shakespeare, 
“Beside the Bonnie Briar Bush,” and other books 


Presidential address delivered at the Missouri State Hospital 
Association, Jefferson City, Missouri, November 3, 1939. 


28 


The Author 


@ Dr. Frank R. Bradley is Superintendent 
of Barnes Hospital, St. Louis, Missouri, and 
President of the Missouri State Hospital 
Association. 








of one’s own choosing. I have unblushingly trans- 
posed from it because of the quaintness and its 
practical philosophy for 


“Of your philosophy you make no use 
If you give place to accidental evils.” 


—Shakespeare. 


To each one of us, hospital administration is 
very much what we make it. To one a worry, a 
care, a perpetual annoyance; to another, a daily 
joy and a life of as much happiness and useful- 
ness as one can wish. We have the average prac- 
tical instincts of life, can do a day’s work, groan 
over it and rebel against it, but do it. 


Our functions are of a varied character requir- 
ing versatility, a sense of humor, and kindness. 
We are daily thrown with all sorts of people, high 
and low, good and bad, rough and gentle, which 
make our life more interesting. Our success in 
the world depends more upon our skill and tact 
in these relations than upon anything else what- 
ever. 


While we realize that the hold on a public posi- 
tion depends upon other things as well as work, 
we do not propose to cringe or flatter unduly. 
And we are careful to cultivate a large discretion 
as to appearance. Pepys, in telling of his answer 
to the Duke, his superior, when asked on one oc- 
casion where he was going in a barge, said, 


“I told him to Woolwich, but was troubled after- 


ward I should say no farther, being in a gally, lest 
he think me too profuse in my journeys.” 


Vigilance in Controlling Hospital Accounts 


Not the least important of our functions are 
in connection with money. The general course 
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of accounting must be subject to our vigilance 


which needs be patient and unceasing. 


“Up early, my mind full of business, then to the 
office, where the two Sir Williams and I spent the 
morning passing the victualler’s accounts.” 


If accounts are to be kept and money to be 
handled it must come from somewhere. Where 
it comes from is of acute concern to us as it has 
been to hospital administrators to this day. What 
can be done by saving, we will attend to, as far 
as possible, and when contracts are made it is 
our first care that the hospital should not be 
cheated. 


“There met several tradesmen by our appointment 
to know of them their lowest rates that they will | 
take for their several provisions that they sell to us, \ 
for I do resolve to know that, and to buy no dearer, 
that so, when we know the lowest rate, it shall be 
the Treasurer’s fault, and not ours, that we pay 
dearer.” 


But regardless of how the money is gained or 
saved it has to be paid out unceasingly. Payments 
for supplies, payments for wages, and when these 
latter are scanted there is trouble and discontent, 
and as often as not the superintendent has to bear 
the blame. No doubt, besides this perpetual at- 
tempt to remedy the irremediable, there is much 
that is constructive. There are rooms and wards 
to be inspected, supplies to be investigated and 
provided, bringing us pleasant contacts to out of 
the way places and items of interest. When it 
came to a question of getting work done, Pepys 
believed in discipline and seeing that the proper 
person did it. A petty officer comes to him with 
a complaint. 


“TI was angry; he told me I ought to give people 
ease at night, and all business was to be done by 
day. I answered sharply, that I did not make, nor 
any honest man, any difference between night and 
day in the King’s business, and this was such.” 


We should be fair and friendly and considerate 
as Pepys states, “because I would not be judged 
unkind.” How it appears in passage after 
passage: 


“It is my content that by several hands today I 
hear that I have the name of good-natured man among 
the poor people that come to the office.” 


Indeed it is a delight to see how quickly this 
sensitive temper responds to good and ill opinion. 
Or rather, he responds no more than we all do, 
but he admits it and records it, as all do not. 
Slights, scorns, snubs, abuse, fret and depress 
him. — 

“After dinner to pay again, and so till 9 at night, 


December, 1939 





my great trouble being that I was forced to begin an 
ill practice of bringing down the wages of servants, 
for which people did curse me, which I do not love.” 


Also, we must be careful to maintain our social 
status, or a certain sort of persons may have a 
contempt for us: 


“Here I was troubled to be seen by four of our 
office clerks, which sat in the Half-crown box and I 
in the 1s,6d.” 


The Experiences of the Hospital Administrator 


With our approximate equals and colleagues in 
our regular office work, our experience is prob- 
ably pretty much that of any public official, whose 
associates are thrust upon us rather than subject 
to our own choice and natural affinity. There 
are trials and rubs and friction, dark days and 
discouragement, times when it seems impossible 
to get on and not worth while to try. 


Sometimes we have a tendency to neglect at- 
tendance upon our duty. Home affairs sometimes 
distract us. Then our work involves many con- 
tacts and diversions that interfere with labor. 
You meet a friend or an important member of 
the community and you take him to dinner or to 
the theatre and it is all most pleasant and may 
tend to the good of the hospital: who can say? 
Also, there is the fundamental human. disinclina- 
tion to a set task, whatever it may be. 


“To the office, where all the afternoon late, writing 
my letters and doing business, but, Lord! what a 
conflict I had with myself, my heart tempting me 
1,000 times to go abroad about some pleasure or other, 
notwithstanding the weather foule. However, I re- 
proached myself with my weakness in yielding so 
much my judgment to my sense, and prevailed with 
difficulty and did not budge, but stayed within, and, 
to my great content, did a great deal of business.” 


We must indeed cultivate the art, so useful to 
those who would get on in the world, of seeming 
to know a little more than we actually do, but 
pretense is of little use unless there is solid sub- 
stance behind it, and with us there must be sub- 
stance. 


The Ability to Think Clearly 


Above all, we must think clearly. We should 
not let too much detail interfere with our mental 
processes. Not that detail is unimportant, it is 
most important, but, because we think in gener- 
alities and live in detail. We must study the rou- 
tine of our office, we must study the needs of our 
hospital and we must study the, alas, too often 
insufficient means of supplying them. 


“Myself very studious to learn what I can of all 
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things necessary for my place as an officer of the 
Navy, reading lately what concerns measuring of 
timber and knowledge of the tides.” 


Unquestionably there is interest in it all. But 
there is fatigue, also, wearing journeys and ex- 
hausting vigils, and constant friction with in- 
tractable and tedious persons. And there is end- 
less and unescapable worry and anxiety. There 
is worry about public affairs, the extreme need 
of efficient service and the impossibility of get- 
ting it. There is worry about one’s own position, 
the difficulty of filling it satisfactorily, and the 
difficulty of retaining it. If one happens to be of 
a worrying temperament; these things bite like 
gnats and it is hard to brush them away. These 
things did affect Pepys. 


“T all that night so vexed that I did not sleep al- 
most all night, which shows me how unfit I am for 
trouble.” 


One of the prime requisites for us is health to 
bear all these strains, burdens, and vexations. 
When Pepys was twenty-five years old, he was 
cut for the stone, and the operation, as natural, 
left a serious impress on his life. When a man 
has had a severe illness in his youth it is apt to 
leave him more or less self-conscious in. such mat- 
ters. Even when he tries to be reckless, he cannot 
be so altogether. Pepys took chances on eating 
and drinking, to which he was inclined, as you 
would take them, and congratulates himself that 
he came out alive, as you would. Perhaps he 
takes them again, and is much less lucky, and 
bewails his folly, and makes good resolutions. And 
then the temptations come and the old story is 
repeated. And we know it so well. Yet it is 
always new. 


The Virtues of Fidelity and Industry 


But in sickness or in health there is the office 
waiting. And our task requires fidelity and in- 
dustry. Yet neither of these finally avails with- 
out the instinct of order and system. The thor- 
oughness and care which we evince in the man- 
agement of the hospital, the constant and zealous 
watchfulness with which we examine and arrange 
such public matters as come in our province are 
essential. The following is proof of Pepys’ watch- 
fulness: 


“Then to Woolwich, and viewed well all the store- 
houses, and then to Mr. Ackworth’s and Sheldon’s to 
view their books, which we found not to answer the 
King’s service and security at all as to the stores.” 


Two points indispensable to system are self- 
control and the firm power of saying no. 


“I did never more plainly see my command of my 


vemper in my not admitting myself to receive any 
kind of joy from it till I had heard the certainty 
of it.” 


And, on the other hand, Pepys bewails his 
weakness. 


“T (who in my nature am mightly unready to an- 
swer no to anything, and thereby wonder that I have 
suffered no more in my life by my easiness in that 
kind than I have) answered him that I would do it.” 


On Making Our Plans for the Hospital 


In planning for the hospital we should avoid a 
common failing of being so busy with new hatched 
ideas that the old tried profitable methods are 
overlooked, and we should be as concerned about 
maintaining the proper method as about adopting 
a new one. But we should, by all means, be ready 
at all times to adopt a better method if it is pre- 
sented to us. When.a plan is once adopted follow 
through until it has been brought to the proper 
working basis and has proven its worth to the 
institutions. Harry Gordon Selfridge said, 


“Don’t reject new ideas because we think to play for 
safety and feel that it is easier to continue in the 
old method based on precedent. Courage is not 
optional and if someone does not do experiment we 
are going to have very few ideas. It is unfair to 
leave the risk to the other man and think we can 
take up ideas after they have passed through the 
experimental stage.” 


Then there is the question of compromise. In 
the hurly-burly of the day’s rush it is necessary to 
have cooperation of others and to know some- 
thing at least of the great practical secret of com- 
promise. If we can know that the world’s best 
work is forwarded by being ready to yield our 
own opinions or postpone the utterance of them 
until a favorable opportunity and that progress 
can be made by being able to harmonize diverging 
and almost conflicting forces in a resultant that 
may be rough and irregular but it is in any rate 
in the right direction we are fortunate indeed. 
Emerson stated the same ideas a little differently. 


“The individual is always mistaken. He designed 
many things and drew in other persons as coadjutors, 
quarrelled with some or all, blundered much and yet 
something is done and all are a little advanced.” 


An Appreciation of the Needs of Medical Science 


and Education 


The care of the sick and injured is the pri- 
mary function of the hospital, but next to the care 
of the patient the hospital superintendent should 
appreciate and further the needs of medical sci- 
ence and education. The plea for scientific and 
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educational use of the hospital would not be justi- 
fied if it could be shown that such uses interfere 
with the patients’ welfare. It has been definitely 
shown, that through the years, based on long ex- 
perience, that the interests of the patients are best 
served in hospitals which likewise recognize fully 
the need of medical education and scientific 
method. The hospital serves the community more 
broadly and efficiently if it does not limit its activ- 
ities merely to the care of patients. 


Hospital Administration as a Profession 


In closing I beseech you to keep before you 
the concept of hospital administration as a pro- 
fession. What differentiates the professional 


Ceremony at the Planting of 
the Matthew O. Foley Memo- 
rial Tree on the Campus of the 
University of Toronto, Septem- 
ber 26, 1939 
Left to right: 
Rev. Ivan d’Orsonnens, Represent- 
ative of the Vatican 


Dr. Malcolm T. MacEachern, Asso- 
ciate Director of American College 
of Surgeons 


Albert G. Hahn, Chairman, National 
Hospital Day Committee 

Dr. G. Harvey Agnew, President 
American Hospital Association 
Dr. Henry J. Cody, President, Uni- 
versity of Toronto 


C. J. Foley, son of Matthew O. 
Foley, founder of National Hospital 
Day 
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man? Definitely, his humanitarianism and the 
priority of rendering service to the assurance of 
fees and charges. Business does not lose caste 
by refusing goods or credit to a purchaser if the 
latter cannot guarantee payment. A professional 
man, in similar circumstances, is obliged to ren- 
der his services and to subordinate considerations 
involving payment. Also we must keep before 
us our ideals. We must have opinions and beliefs 
and express them at the proper time and fight for 
them when. we believe them worth the fighting 
for. The human equation should not be over- 
looked for regardless of what medical science 
and art can do, the patient usually takes home 
with him only his personal opinion of us and of 
our hospital. 





Organization and Administration of American and 
British Voluntary Hospitals 


CAPT. J. E. STONE, M.C., F.S.A.A., F.R.Econ.S. 


all the voluntary hospitals of Britain were 

in fact, and often in name, charities for 
free treatment of “‘the sick poor.” Pay beds and 
almoners were almost unknown; contributory 
schemes undreamed of. Since then, and with 
growing rapidity during the past fifteen or twenty 
years, a silent revolution has occurred. Today 
there are few voluntary hospitals of good repute 
that do not possess an almoner’s department; 
enormous sums are raised for them by contribu- 
tory schemes; many of them have wards or wings, 
or even large blocks, set apart from paying pa- 
tients. Everyone in the general wards is asked 
to pay something towards the cost of his treat- 
ment according to his means, or is expected to 
have payment made for him by some organization 
or other authority. 


f T THE end of Queen Victoria’s reign nearly 


Cases are now admitted solely on the ground 
of their medical needs, and poverty is no longer 
an essential condition; financial status merely de- 
termines how much, if anything, the patient pays. 
In short, the purely charitable element, once su- 
preme, has fallen into the background. 


Meanwhile, another revolution, no less silent, 
has been going on in the hospital service provided 
by loca! authorities. Under the Local Government 
Act of 1929, the old Poor Law Infirmaries passed 
out of the control of Boards of Guardians into 
that of the county and county borough councils, 
and everywhere we find new and enlarged and 
modernized council hospitals, well equipped and 
staffed by whole-timed medical officers, fulfilling 
the obligation placed upon local authorities to find 
a bed for anyone who needs treatment in a hospi- 
tal. In these rate-maintained institutions, general 
as well as special, the patient contributes towards 
his keep according to his income. 


Thus, today, both classes of hospital, the volun- 
tary and the municipal or county, can and do 
admit patients of any and every class, who pay 
for the treatment and maintenance up to the limit 
of their purse. The voluntary hospitals have abol- 
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ished poverty as the test for admission, and the 
municipal hospitals have abolished destitution as 
the test. The whole hospital system of Britain 
has changed, and is still changing. This is due to 
a number of factors, of which three in particular 
appear to dominate the situation. These three 
factors are: (1) the great developments in medi- 
cine and surgery during the past thirty years; 
(2) the altered distribution of wealth; and (3) the 
recognition by the state of its responsibility for 
the health of the nation. 


In America the hospitals are experiencing much 
the same changed and changing conditions; the 
problems of the one are the problems of the other, 
and capable of solution on practically similar lines. 
The customs and traditions of a nation largely de- 
termine the organization and administration of its 
hospitals. In both America and Britain the na- 
tional characteristic in this connection is volun- 
tary service. The American hospital system is 
essentially a voluntary system, the great majority 
of the hospitals being voluntary. It differs from 
the British system in that a large proportion of 
the hospitals are under religious direction. There 
are, for instance, hospitals for Catholics, Baptists, 
Methodists, Jews, Presbyterians, etc. In Britain 
there are very few hospitals under religious direc- 
tion, and where they exist they are for Jews and 
Catholics. 


Two Sections to Britain’s Hospital System 


As already noted, the hospital system of Britain 
is composed of two great sections, not co-related 
in any way—the voluntary system and the state, 
municipal, or local government system. The latter 
are larger in point of number of beds, but the vol- 
untary hospitals provide a larger service in that, 
in addition to treatment, they also carry out the 


HOSPITALS 








a ne |.” on 4°) 


functions of medical education and research. AD 
the medical schools in Britain are attached to vol- 
untary hospitals, but they are financed and man- 
aged independently of the hospitals. There is one 
postgraduate school owned by a municipality, the 
London County Council having established such a 
school at one of its larger general hospitals. 


A feature of the American system which does 
not have its counterpart in the British system is 
the proprietary hospital. Perhaps the nearest 
ipproach to this type of hospital in Britain is the 
orivate nursing home. The proprietary hospital 
s, however, becoming unnecessary by reason of 
the fact that the American people are becoming 
educated either to support voluntary hospitals or 
to permit the erection of municipal or county hos- 
pitals. Much the same state of affairs now ob- 
tains in Britain. Until the passing of the Nursing 
Home Registration Act 1927 (re-enacted in the 
Public Health Act 1936) a nursing home could be 
started by anyone and anywhere, and it was sub- 
ject to little or no control. The Act has changed 
this, but perhaps the greatest change in this con- 
nection is being brought about by the provision of 
accommodation for paying patients by the volun- 
tary hospitals. The development of this side of 
voluntary hospital activities, alongside with the 
provision of similar accommodation in the munici- 
pal hospitals, will gradually eliminate the great 
majority of the private nursing homes. 


Until the passing of the Voluntary Hospitals 
Paying Patients Act 1936, the greater number of 
voluntary hospitals could not, by virtue of restric- 
tions in their charters or deeds of trust, accept 
paying patients. The Act removed the restric- 
tions and the provision of accommodation for such 
patients is now proceeding as rapidly as funds are 
made available. The American voluntary hospi- 
tals have always been available for all patients, 
no matter what their economic status, and there 
is now no difference between the two countries in 
this connection. In Britain the municipal hospi- 
tals have admitted paying patients for many 
years. 


Contributions from Patients 


Contributions from patients are now an estab- 
lished practice in all hospitals in Britain. It is so 
in America. All patients who are in a position to 
do so are expected, one might almost say urged, 
to make some contribution towards the cost of 
their maintenance. There is no. uniformity of 
practice in this connection, and the amount re- 
ceived per patient varies considerably. Some hos- 
pitals have laid down a sliding scale, the amount 
asked for varying according to the income of the 
patient. Others obtain as much as possible, hav- 
ing regard to the circumstances of the patient. 
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Nearly all the larger hospitals have almoners, 
who, in addition to carrying out such duties as 
fall within the scope of social service, act also as 
inquiry officers, and assess and collect the contri- 
butions from patients. The collection of contribu- 
tions is a post-war development. It has been ren- 
dered necessary by the altered distribution of 
wealth and the increase in the cost of modern 
hospital service. 


Contributory schemes, now a feature of the 
British voluntary hospital service, are also a post- 
war development. Under these schemes members 
pay a fixed weekly contribution, and this entitles 
them, if medically eligible and a bed is available, 
to admission to hospitals without charge. They 
are not insurance schemes—there is no guarantee 
—they are really a provision for illness. These 
schemes have made tremendous progress and it is 
no exaggeration to say that they saved the vol- 
untary hospital system in the years of depression 
following the war of 1914-1918. 


Here again the British lack of system and uni- 
formity are in evidence. Some. schemes charge 
members 3d. per week, others the levy is 1d. per 
£1 of wages. In some the contribution covers con- 
valescent care, in others it does not. Moreover, 
there is no uniformity as to reciprocity, and mem- 
bers of many schemes, controlled by individual 
hospitals, can only secure the benefits of the 
scheme if admitted to these hospitals. The 
schemes have their own association, which is ac- 
tively engaged in developing them on a national 
basis, and in extending existing schemes to in- 
clude provision for the middle classes, develop- 
ments of the greatest importance. The counter- 
part in America to these schemes is the hospital 
service plan or group hospitalization plan, but in 
these plans there is invariably a contractual ob- 
ligation. 


King Edward’s Hospital Fund 


The great majority of the voluntary hospitals 
in London are assisted financially and in many 
other ways by King Edward’s Hospital Fund for 
London. This Fund distributes a sum of approxi- 
mately £300,000 per annum to such hospitals as 
are situated within eleven miles of a central point 
(St. Paul’s Cathedral) and who are willing to com- 
ply with certain conditions, which include: (1) the 
publication of the annual accounts in accordance 
with the Revised Uniform System of Hospital Ac- 
counts; (2) an annual visit by two representatives 
of the Fund, one a medical and the other a lay- 
man; (3) the submission of plans for extensions, 
rebuilding, etc.; (4) the submission of schemes for 
appeals, etc. 


The Fund also advises the hospitals on prob- 
lems connected with organization, management, 






33 












































aoe TDA ek RE. 0 ae 


see 


and finance. In June of this year it extended its 
activities by appointing a full-time Consultant on 
Hospital Finance, a development much appreci- 
ated by a number of hospitals which have already 
availed themselves of this new service. I hope 
that the success which will attend the innovation 
will lead to its being extended to other sections of 
hospital work—planning, building, engineering, 
appeals, etc. Such a comprehensive consultant 
service will, in my opinion, increase the efficiency 
of and lead to a more economical hospital service, 
and thus give it a stability which has hitherto 
rested only on the shifting sands of tradition and 
service to the sick poor. Hospitals now are busi- 
ness undertakings and they must be organized and 
managed on the lines proved to be effective in 
large business undertakings. 


In America you have the New York Hospital 
Fund, which carries out somewhat similar services 
to the voluntary hospitals. You have also Com- 
munity Chests, but these do not operate solely for 
the voluntary hospitals. They are more in the 
nature of local relief funds providing funds for a 
number of charities. Moreover, in only a few 
states is there any arrangement whereby set 
grants are made to the hospitals as reimburse- 
ment for the care of indigent patients. In this 
connection the Canadian system possesses advan- 
tages over the American system in that in all of 
the nine provinces both the province and munici- 
pality make a definite contribution, either on a 
per diem basis or a lump sum basis. 


The responsibility in Britain for the insane, in- 
fectious cases, tuberculosis, etc., is accepted by 
the state, which provides the funds both for build- 
ings and for maintenance. In some cases mental 
and tubercular cases are treated in the voluntary 
hospitals by arrangement with the local authori- 
ties, the latter making a grant towards the ex- 


penditure incurred. Much the same arrangements, 


are made in connection with V. D., maternity and 
child welfare, school children, etc. In this respect 
there is no fundamental difference between Amer- 
ica and England. It may be noted here that the 
state makes no contribution to the voluntary hos- 
pitals, towards the cost of training nurses, 
towards medical education, nor towards the cost 
of research. 


Strong Appeal to Charitable Instinct a Feature of 
British Voluntary Hospital System 


The voluntary system in Britain started much 
in the same way as that in America—they were 
originally almshouses for the poor and no charge 
was made for admission. In fact, the majority of 
hospitals were founded with this expressed pro- 
hibition. They were really boarding houses for 
the sick, and the sick poor usually went there to 
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die. In one hospital in America, the Pennsylvania 
Hospital in Philadelphia (the first voluntary hos- 
pital in America patterned after the British vol- 
untary hospital), founded in 1752, the Provincial 
General Assembly granted a charter to a group of 
citizens and trustees of the non-profit charitable 
organization, but this charter did not prohibit the 
corporation from charging patients, and they were 
charged from the beginning. 


The spirit of equality, which has always been a 
feature of the American system, did not find its 
counterpart in the class distinction such as ex- 
isted in the British hospital until comparatively 
recent times. In America the hospitals, from the 
beginning, added accommodation in single rooms 
or wards for those of its patients who were able 
to pay the cost of their hospital care. In Britain 
the voluntary hospitals did not accept such pa- 
tients, and private nursing homes were estab- 
lished to provide for them. In short, in America 
the voluntary hospitals were looked upon as a ne- 
cessity for the preservation of life without regard 
to economic groups. They were in fact business 
enterprises as distinct from purely charitable in- 
stitutions, and this distinction accounts to a very 
great extent for the differences which exist in 
the organization and management of the hospitals 
of the two countries. The buildings and plant 
were invariably provided by voluntary gifts, as in 
England, but the hospitals were used for patients 
able to pay for the care they received. Since they 
usually paid more than the cost of maintenance, 
exclusive of depreciation and interest, the surplus 
was used to care for the charity patients who 
either paid nothing or only part of their cost. 
Maybe it is this factor which simplifies the finan- 
cial problem of the American hospital as compared 
with the British hospital. It became more of a 
business with a lessening of the same strong ap- 
peal to the charitable instinct of the community 
which has always been a feature of the British 
voluntary hospital. Maybe also it accounts for 
the fact that the British hospitals have built up a 
much larger endowment than. the American hos- 
pitals. 


Greatest Difference Between the British and 
American Systems 


Perhaps the greatest difference between the two 
systems occurs in the distribution of authority 
and in organization and management. ~ In Britain 
the supreme authority is vested in a Court of 
Governors, the mode of their election, tenure of 
office, etc., being prescribed by the Act of Parlia- 
ment, Charter, or other instrument by which the 
hospital is established. The Governors consist 
of donors and subscribers of prescribed amounts, 
and others who have rendered exceptional serv- 
ices to the hospitals, including representatives of 
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works organizations and contributory schemes. 
At one time Governors were entitled to certain 
privileges, such as that of recommending patients, 
but this practice is fast dying out. The court 
makes the rules and orders for the government 
of the hospital and appoints the Board or Com- 
mittee of Management, which in the British sys- 
tem is an active executive body. This Board ex- 
ercises its authority through a secretary (house 
governor, administrator, general superintendent, 
etc.) and a matron. In America the trustees 
and Committee of Management do not differ ma- 
terially so far as composition is concerned, but 
there is a big difference between the powers exer- 
cised by the Committee of Management in the two 
countries. In America the Committee seldom con- 
cerns itself with the routine or day to day prob- 
lems of the hospital, these matters being left in 
the hands of an administrator who is invariably 
a medical man. This administrator has full au- 
thority and responsibility. 


In Britain, with a few exceptions, the secretary 
is a layman; the British prejudice against the 
physician as an administrator of the voluntary 
hospital has never existed in America; moreover, 
in Britain the prejudice does not apply to the mu- 
nicipal hospitals, where the administrator is a 
medical man by law. The modern hospital has 
become a complicated business needing highly 
skilled trained business administrators, as distinct 
from secretaries, to manage them. 


Sooner or later this fundamental change of hos- 
pitals from boarding houses for the sick to busi- 
ness concerns will be fully realized and considera- 
tion will then have to be given to the creation of 
a new type of organization and management. 
Boards of Management must be smaller in num- 
ber; quantity must give way to quality—in other 
words, members will be selected for their knowl- 
edge and experience rather than on account of 
number of years of service. They must corre- 
spond exactly to the Board of Directors of a com- 
pany. The same remarks apply to committees. 
It will involve, too, a change in the paid admin- 
istration. 


There should be two administrators—a medical 
administrator to organize and control all matters 
connected with the medical and nursing service 
of the hospital, and a lay administrator who will 
be responsible for the whole of the business side 
of the hospital. This layman must be something 
more than a mere secretary occupied with clerical 
work and meetings. 


Finance plays an ever increasing part in hos- 
pital management, and the layman most suited for 
the type of appointment under review would be 
one who is not only experienced in hospital work 
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and practice, but who in addition is skilled in 
finance, accounting, economics, and business pro- 
cedure as this term is understood in the world of 
commerce and industry. This is a perfectly log- 
ical division and a practical one. In such an or- 
ganization the routine work of committees, which 


take up so much time in present hospital practice, | 


would be undertaken by committee clerks, as is 
the practice worked so successfully in the local 
government service of Britain. 


The Appeal of Hospital Standardization 


A feature of American. voluntary hospital prac- 
tice which appeals to me is hospital standardiza- 
tion. I have studied the manual on this subject 
published by the American College of Surgeons 
with very great interest, and I have nothing but 
praise for the very thorough manner in which a 
big problem has been tackled and solved. The 
fundamental principles laid down by the College, 
obviously as the result of much thought and ex- 
perience, are readily adaptable to all hospitals 
caring for the sick. I would like to see some such 
manual in use in Britain. 


Systematic simplification and standardization 
make for efficiency and economy. This is appre- 
ciated in Britain but it has never got to the stage 
of being put into practice. The voluntary hos- 
pitals discuss, but do not decide—the greatest fail- 
ing perhaps of a democracy—until a position is 
reached when they are forced to take action. 


Then the hospitals complain of competition. I 
refer now to the position created in Britain on 
the passing of the Local Government Act 1929. 
This act has resulted in a great improvement in 
the standards of the municipal hospitals, many of 
which are equal in every respect to the best vol- 
untary hospitals. The voluntary hospitals should 
accept the new problem as one introducing a 
healthy rivalry; they should change to meet 
changed conditions instead of endeavoring to live 
on traditions; they must modernize their systems 
of organization, management, and control, real- 
izing that their unrivaled past achievements and 
the prestige derived from their present monopoly 
of the field of medical education will hardly pre- 
vail against better organization, business man- 
agement, and an apparently bottomless purse. It 
may well be that the problem calls for the ration- 
alization of the voluntary hospital system. Ra- 
tionalized (not nationalized) the voluntary sys- 
tem may yet play glorious part in the hospital life 
of the country side by side and linked up with the 
rate-maintained State hospitals. The voluntary 
system embodies a principle—that of voluntary 
service—which is deeply ingrained in the tradi- 
tions of both countries. Its retention is worthy 
of all our efforts. 
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The Case for Inclusive Rates 


JAMES V. CLASS 


or any extensive participation in group 

discussions brings out that this subject of 
inclusive rates occupies an important position in 
hospital economic considerations. 


fi: NY review of recent hospital publications 


We find that editors and many hospital execu- 
tives who have seriously experimented with such 
plans enthusiastically support the inclusive idea 
and feel that it represents a real advance in ad- 
ministration. 


Another group very frequently met includes ex- 
ecutives who manifest considerable interest in the 
subject but who have a certain amount of hesita- 
tion against actually putting it into practice be- 
cause of barriers created by local conditions or 
prejudices. Very often this group feels that the 
gains will not outweigh the confusion or losses oc- 
casioned by the disruption of well established 
rates, or the loss of valued comparative cost or 
income data. 


And then, of course, there are others to whom 
the plan is not acceptable either because of lack 
of careful study or because of prejudices built up 
from some unfortunate experience with poorly de- 
vised plans, or because of some unsatisfactory 
nonessential details. 


Let us, therefore, before going any farther into 
the subject, enumerate a few characteristics which 
are not fundamental or essential to such a plan; 
that is, features which need not be a part of it. 


The Inclusive Rate Is Not a Bargain Rate 


Probably the most common misconception is 
that an inclusive rate is a bargain rate, but that is 
not the case. A properly developed plan does not 
of necessity either increase or decrease the volume 
of income over a period of time. Other nonessen- 
tial features are cash discounts and advance pay- 
ments; furthermore, it is neither necessary nor 
desirable to provide an option between an inclusive 
rate plan and the more common plan. Reasonable 
working arrangements with the roentgenologists 
are not impossible. 


Presented at the Convention of the American Hospital Asso- 
ciation, Toronto, Canada, September 26, -1939. 
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If we will refuse to permit any or all of the fore- 
going to distract our thinking, we will then find 
that in its simple fundamental form, it is merely 
a rate plan based on the well established principle 
of leveling off the abnormally high peaks from a 
few patients’ accounts.by averaging those peak 
amounts among all of the other accounts. 


The “Share-the-Hazard” Principle Applied 


When the history of our western civilization is 
summarized—providing it survives the present 
crisis—there will be found one outstanding new 
contribution to social-economic relations through 
the “‘share-the-hazard” principle. We seldom stop 
to consider how thoroughly this idea permeates 
all of our social structure—political, economic, 
health, and others. Governmental facilities, such 
as police protection, fire protection, and other pub- 
lic welfare services are based on group contribu- 
tions. The taxpayer who helps to maintain the 
fire department hopes that he will not need such 
service and very seldom does, but through rela- 
tively small payments he can maintain protection 
against such an eventuality. 


Our whole capitalistic system is based on large 
groups sharing investment hazards by diversifica- 
tion of risks. Public utility practice recognizes 
phases of this principle as a prerequisite to rate 
structure. 


Almost all of the economic casualities which 
may disrupt the living standards of an individual 
or family may be provided for by spreading out 
the risk so that the peak losses which would bear 
too heavily on an individual may be met by rela- 
tively small but systematic contributions of a large 
group of individuals facing similar casualties. 


In our own particular field of voluntary hospi- 
talization, the economic trend during the past few 
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years has been literally rushing into a status 
where the costs of caring for patients are met by 
systematic contributions from groups whose mem- 
bers share the expense regardless of their own 
incidence of hospitalization. 


The Influence of the Length of Stay in the 
Inclusive Rate 


In the majority of the voluntary group plans, as 
well as governmental, industrial, or charitable 
foundation subsidy arrangements, it has generally 
been recognized that the cost of the particular de- 
tailed services which one patient may receive is 
relatively unimportant when added to the aggre- 
gate cost. Hence, we observe the development of 
an inclusive type of group rate which has very 
little fluctuation between patients except that in- 
volving lapse of time; that is, length of stay. 


Many administrators consider this a just and 
proper basis because they feel that a modern, well 
equipped general hospital should not offer its serv- 
ices on a piecemeal basis. They feel that such a 
hospital has only one thing to offer the patient 
entering its doors and that is a completely in- 
tegrated service, continuously available. 


The Trend in Hospitals Toward the General Type 


Statistics show that hospitals are gradually in- 
creasing in size and scope and tend towards the 
general type and away from specialty limitations, 
for which there seem to be good reasons. A patient 
is usually well advised by the modern physician to 
enter a hospital which provides a wide range of 
facilities even though the patient may apparently 
need but a few. However, medical science has rec- 
ognized that cause and effect in physical conditions 
are frequently involved and highly complex, and 
the diagnosis and treatment may require a wide 
range of facilities not contemplated at the time of 
admission. 


The economic result of this trend has been to 
increase the plant and operation cost per bed. The 
real cost per patient at a hospital represents more 
than the sum of the cost of those direct supplies, 
labor, and facilities which actually touch the pa- 
tient. It also embraces the cost of maintaining an 
organization and plant for 24 hours per day pre- 
pared to render any or all services which any case 
may demand—not merely those which are actually 
demanded. 


Originally, almost all hospital rates were of an 
inclusive nature and varied usually only as to 
length of stay. The ordinary services rendered up 
to fifty years ago included only room, nursing, 
operating room, dietary, and drug services. Those 
procedures which we now feel distinguish the 
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modern hospital from its predecessor institutions 
had not then been developed by medical science. 


Meeting the Costs of Advances of Medical Science 


With advances in all phases of medical science, 
there came also financial problems. The diagnostic 
and therapeutic procedures required more or less 
heavy outlays of capital and operating funds. 
Something had to be done to meet this cost, so 
unit charges for the facilities were established , 
and charged to patients as required. Originally 
such services were the exception and not the gen- 
eral practice as exists today. It is probable that 
many old hospitals could trace the dates of acquisi- 
tion of certain equipment or inauguration of new 
services by an historical analysis of their rate 
structure. 


But the volume of such service grew and grad- 
ually became a real problem in patient relations. 
It was the uneven incidence of these misnamed 
“special service” charges against many full-pay 
patients that gave concern to some hospital admin- 
istrators. These men realized that something was 
wrong with the system and set about to study and, 
if possible, to remedy the situation. The results 
of studies and experimentations have been inter- 
esting and have borne quite significant results. 


In dealing with private service non-contract 
cases, in the majority of voluntary hospitals there 
will usually be found one or more inclusive serv- 
ices such as ten day maternity rates, twelve hour 
tonsil and adenoid service, and others, which show 
that a real need for such an approach has been 
demonstrated and that attempts have been made 
by the institution to meet such demands. 


Charges for “Special Services” and Their 
Relationship to Their Costs 


Investigation shows that the schedules of 
charges which have grown up in connection with 
“special services” have borne little or no relation- 
ship to the cost of the service. It is doubtful if a 
small percentage of administrators know the real 
cost of procedures as might be determined by mod- 
ern cost accounting methods. Many special charges 
have been found to be excessively high, thus 
penalizing the unfortunate patient who requires 
them, while often at the same time base or room 
charges may be too low. 


Investigation has also brought out that many 
patients were deprived of services because they 
and their physician endeavored to keep the bill 
down. It is not beyond reason to feel that many 
conscientious physicians have at times had to fore- 
go the possibility of a modest fee in order to ob- 
tain additional diagnostic or therapeutic service. 
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The administrator of one hospital found that char- 
ity patients were getting more “special services” 
than the patients who were paying rates well 
above the average cost of the care, because the 
medical men were not hampered by financial re- 
strictions in treating those charity patients. 


The Income from “Special Services” 


The importance of the income from the “special 
services” is usually over-emphasized. When inclu- 
sive rates are mentioned, the average hospital ad- 
ministrator sees charges of $35.00 for gastro- 
intestinal x-rays or $50.00 oxygen tent services 
hopelessly lost, which is true.’ Such individual 
charges will be eliminated; however—and here is 
an interesting fact—such charges are but a small 
part of the average general hospital’s income. A 
study conducted by the Cleveland Hospital Coun- 
cil several years ago brought out that during a 
ten months’ period, drugs, dressings, x-rays, and 
laboratory charges amounted to but ten or fifteen 
per cent of the in-patient income of eleven hos- 
pitals. The highest average was $1.03 per patient 
day, and the lowest $.44, with a median of $.66. 
Operating room services were not included, but 
that service also would not be exorbitant when 
reduced to a patient day average. 


The average private service patient expects to 
pay for the full cost of his care, but it is very dif- 
ficult to deal satisfactorily with him when we 
cannot give him any advance knowledge as to 
what the charges will be. Admissions to modern 
hospitals include many optional or elective condi- 
tions, and the experiences of inclusive rate plans 
compared with other plans have seemed to demon- 
strate that many such cases have been deterred 
from entering the hospital because of uncertainty 
as to cost. The Cleveland Hospital Council study 
brought out very clearly that probably the great- 
est number of instances of patient dissatisfaction 
with bills was occasioned by items making up only 
ten to fifteen per cent of the hospital’s income and 
could have been eliminated by charging all pa- 
tients $.75 to $1.00 more per day. 


Cost of Extras on a Patient Day Basis 


The direct cost of many services usually consid- 
ered as “extras” is frequently small when reduced 
to a patient day basis. Following are per capita 
per diem direct costs of the same hospitals during 
the same period: 

Highest Lowest 
ERY ii6sda ces eeeideuee ssw $.22 $.12 
Laboratory 25 .06 
PUOURIOTROPODY 2.000 civercevesed4 03 03 
POTEET TT .20 me S| 
Anesthesia . .08 

$.88—13% $.40—9% 

All Costs 
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One hospital, which had prided itself on its low 
room rates, was found to be in a less favorable 
position when its large volume of extra charges 
was considered. Many administrators feel that 
the so-called revenue-producing departments must 
not be lost sight of—and to this there can be no 
objection—but the fact remains that the majority 
of these departments produce but a small share 
of revenue. 


The Popularity of Inclusive Rates 


To say that inclusive rates have been popular 
with patients and medical men hardly needs re- 
peating. One large hospital introduced such rates 
a few years ago experimentally and made them 
optional upon admission, payment in advance be- 
ing a condition of acceptance. These rates had 
been carefully worked out and were calculated to 
produce as much or slightly more than had been 
realized under the old plan. The response was im- 
mediate, and after a couple of years the inclusive 
plan was so generally accepted that the old plan 
was entirely withdrawn. An executive reports 
that collection efficiency was improved, disputes 
over accounts reduced to a slight fraction of those 
of the past, and clerical expense reduced in the 
elimination of postings and other related account- 
ing work. 


So far, we have not discussed how such rates 
should be developed and what their form and con- 
tents should be. It would only be reasonable to 
admit that probably no completely satisfactory 
plans have been arranged which meet all require- 
ments of simplicity and equity in application. In- 
telligent study and follow-up must be maintained 
just as in any other phase of administration. Such 
a rate plan should be set forth only after exhaus- 
tive, painstaking effort, and application of knowl- 
edge of both local and general conditions. The ad- 
ministrator who has a thorough grasp on finances 
through a finely developed financial analysis 
should be able to make the transition with little 
difficulty. The sharing of experiences through pub- 
lications and local, state, and national hospital 
organizations will be of great assistance. 


Mathematically, there is no reason. why the an- 
nual income of a hospital should change as a result 
of adoption of an inclusive rate plan, if the rates 
were properly built up from accurate analyses. 
Furthermore, the plans developed at several hos- 
pitals provide a flexible method for subsequent 
adjustment. And, as an aside, the writer is aware 
of one large institution. which has learned many 
additional important, far-reaching facts as by- 
products of studies made in connection with its 
inclusive rate. 
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Problems in the Adoption of Inclusive Rates 


One problem confronting the proposal to adopt 
inclusive rates is that of special contracts with 
medical men, in such capacities as roentgenolo- 
gists, physical therapists, and others. We will not 
go into the many details of working out such 
arrangements satisfactorily, but we can. say that 
a number of hospitals apparently have worked it 
out. Patience, careful thinking, complete accurate 
knowledge of facts, and an attitude of tolerance 
in matters of nonessential details should suffice 
in most instances. 


One serious sounding objection usually raised 
is that such a plan encourages excessive use or 
even, abuse of the facilities being offered at no 
extra charge. We can probably pass over the rela- 
tively few instances of sheer abuse by stating that 
curbing it will be a matter for the administrator 
to work out with the staff just as many other 
staff problems are handled. 


There will, undoubtedly, be an increased use 
even though there is no outright abuse, and how 
can this be prevented? The answer is: we should 
not try to limit increase until we are sure that all 
patients are receiving an adequate amount of serv- 
ice without regard to their financial status. 


However, if rates can be worked out on a sound 
mathematical basis, then provision may be made 
for a reasonable amount of increased service when 











the rates are established and subsequent adjust- 
ments made as experience indicates. The amount 
of revenue which might be involved in the in- 
creased usage is comparatively small when stated 
on a patient day basis. If a hospital has an aver- 
age in-patient income of $9.00 per day, of which 
twelve per cent is for special services, and it is 
desired to anticipate increased usage of thirty- 
three per cent, the average increase per patient 
days to be absorbed in some manner in the inclu- 
sive rates will be but $.36. 


The cost of rendering the additional service will 
not be in direct proportion by any means, but will 
usually affect only those items which fluctuate 
with volume. The fixed or stand-by costs will re- 
main constant. Many departments will be affected 
only in the cost of supplies, but here again, pro- 
vision can be made for absorbing this in the rate 
schedules. 


This brief outline has endeavored to follow its 
assignment of stressing the advantages of an in- 
clusive rate system. We must ever bear in mind, 
however, in. the interest of true scientific manage- 
ment, that there will be disadvantages and there 
will be at times difficult obstacles to overcome. 
However, those who have studied and have worked 
with the inclusive system feel that their experi- 
ence has demonstrated that when such a plan has 
been soundly devised and properly presented, 
there will follow increased satisfaction on. the part 
of the patient, physician, administrator and 
trustee. 





A recent study of thirty-five hospitals having 
an average bed capacity of 4,802 showed the pur- 
chase of slightly more than three clinical ther- 
mometers and slightly less than two hypodermic 
syringes per occupied bed per year. 


There are wide variations in the life of these 
articles in different hospitals due largely to the 
care with which they are used. Any experienced 
person will realize that well over eighty per cent 
of the breakage is due to accident, usually care- 
lessness, rather than any failure or defect of the 
thermometer or syringe itself. 


The triangular thermometer is less liable to roll 
off a table than the round. The short, thick mer- 
cury bulb is less liable to breakage than the long 
slim one, and the well-baked enamel in the gradua- 
tions will last longer than the unbaked or simply 
painted. 


In the case of the syringe, accuracy of plunger 
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Syringes and Thermometers 


fit is important. If the plunger is a little too long 
it may easily push the lower end of the barrel 
out. Accurate grinding is an expensive procedure 
and if the plunger is a little too loose, the “cheap” 
manufacturer simply leaves a little lubricant on 
the plunger to give it a close fit. After a few 
boilings the lubricant is dissolved and the plunger 
is no longer tight. 


The sudden changes of temperature on putting 
in or taking out of boiling water are a severe 
trial on the glass. The careful manufacturer 
subjects his syringes to a careful annealing 
process. Thorough annealing has been. shown to 
increase the average life of the syringe by six or 
seven times. This is due to the fact that the 
annealing removes the “strains” that occur during 
the blowing and cooling of the barrel, these 
“strains” developing such weak points that a very 
slight mechanical shock will cause immediate 
fracture. 
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Prevention of Communicable Diseases Among 
Nurses in General Hospitals 


JOSEPH R. MORROW, M.D. 


germ disease may some day come true, but 
meanwhile the need for doctors and hospitals 
still exists. 


[cer PASTEUR’S dream of a world without 


Communicable disease hospitals of today have 
come a long way from the early “pest houses” of 
a few generations ago and we are entitled to sat- 
isfaction for this achievement. However, vexing 
problems remain and a very constant and perplex- 
ing one is that of cross infection. I believe that 
all cross infections are preventable. 


I will briefly summarize our procedures at 
Bergen Pines, which is a communicable disease 
hospital. All of these, in a broad sense, can be 
applied to general hospitals. The striking differ- 
ence between a general hospital and a communi- 
cable disease hospital is that in a general hospital 
everything is done, or is supposed to be done, to 
keep disease and infection out, whereas, in a com- 
municable disease hospital, we try to keep that 
infection. in and prevent it from spreading out 
to things or persons. 


Selection of Nurses and Other Employees 


Nurses and other applicants for positions at 
Bergen Pines are accepted only after a personal 
interview, at which time details are given as to 
our routine: complete physical examination, includ- 
ing x-ray and laboratory work-up, with periodic 
check-ups and reexaminations thereafter. In ad- 
dition, printed instructions are supplied to each 
new employee. The reporting of all ill employees 
is essential. Any ill nurse or employee is taken 
off duty immediately, pending definite diagnosis. 


In the practice of her profession, the greatest 
danger facing a nurse is the likelihood of contract- 
ing a communicable disease from the patient she 
is attending. This danger should be impressed 
upon her at the time she enters the nursing pro- 
fession. No hospital has the right to foster a 
false sense of security in its employees by allow- 
ing them to believe that they will not be exposed 


Presented at the Convention of the American Hospital Asso- 
ciation, Toronto, Canada, September 27, .1939. 


40 


The Author 


@ Dr. Joseph R. Morrow is Medical Direc- 
tor and Superintendent of Bergen Pines, 
Bergen County Hospital, Ridgewood, New 
Jersey. 





to tuberculosis and other communicable diseases 
simply because they work in a general hospital 
which does not routinely admit or treat com- 
municable diseases. It is the duty of every hos- 
pital to protect its employees. A grave responsi- 
bility demands complete instruction to the entire 
personnel of the ever present dangers that sur- 
round the care of patients. There are constant 
related dangers existing in all branches of the 
medical profession and these are not to be ignored! 


Importance of Frequent Check-up of 
Aseptic Technique 


A frequent check-up to ascertain the thorough- 
ness of aseptic technique on the part of the nurses 
is of vital importance. We impress upon our em- 
ployees that if they faithfully observe aseptic 
technique and then once omit its observance, that 
single break is disastrous. 


By careful records and tabulation, we ascertain 
our cross-infection rate to be less than one per 
cent annually. 


Inoculation and Immunization 


There is a great deal to be said in favor of inocu- 
lation. and immunization against certain diseases. 
Some might question whether or not inoculation 
may lead to nurses being a little careless in tech- 
nique, once the strongest of all motives, that of 
self-protection, becomes less important. Although 
we immunize our nurses and other employees, we 
do not allow them to lose sight of the fact that 
they may still carry infection to a non-immune. 
The most important factor in the protection of the 
individual is immunity, whether natural or 
acquired. 
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Some hospital administrators feel that the re- 
actions are too severe to warrant routine use of 
immunizing injections. However, it is usually 
those hospitals which have had immunization of 
employees for only a short time who do not heart- 
ily endorse it. Because a person has had a dis- 
ease we are apt to feel that there is little chance 
of his having it a second time, but this assump- 
‘ion is a basis for error because there are recur- 
vences. 


The Common Cold 


The common cold is the most dangerous infec- 
tion with which we have to contend. One person 
may have a severe head cold and another pneu- 
monia, all due to the same type of germ infection. 
It is impossible to completely isolate colds, grippe 
and influenza and because of their frequency, 
they are a great menace. A cold is such a com- 
monplace occurrence that familiarity has bred 
contempt, and that which is much worse, care- 
lessness. Since lowered resistance of an individ- 
ual predisposes to infection, the best preventa- 
tive of serious colds among employees is to build 
up the resistance of those who are in need of it. 


Purpose of Aseptic Technique 


The sole purpose of aseptic technique is to pre- 
vent the transmission of disease germs, from one 
individual to another. Strict precautions should 
be exercised in the admission of all patients and 
in subsequent examinations and treatments. The 
hands should always be washed thoroughly with 
soap and water before and after contact with 
patients. 


These precautions are not at all difficult but 
are exceedingly exacting. When a nurse goes to 
a patient’s cubicle frequently, even for a moment, 
it is a temptation to ignore the routine. There 
can be no short cuts! 


In proportion to the amount of time spent with 
the patient, the doctor himself, so far as spread 
of infection is concerned, may be more dangerous 
than is the nurse. Doctors, of course, realize 
much more than a student nurse, the importance 
of being careful, yet at times they may ignore the 
rules which they themselves have formulated. 


Prevention of Cross Infections 


If aseptic technique is observed at all times, 
the prevention of cross infection will be success- 
ful. In considering this problem, however, we 
must include the entire personnel—resident, visit- 
ing physicians, nurses and all the other employees. 
Every outsider, as well, is a potential possibility 
of bringing in disease and transmitting it. Toa 
greater or lesser extent, every person harbors 
germs. 
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Instruction and removal of wrist watch and switching to 
other type of watch 






A nurse may transfer pathogenic organisms 
from her respiratory passages to patients. It is 
not infrequent that she becomes infected by a 
patient and then unknowingly infects others. A 
nurse on duty should never put pencil, paper, pins 
or any other article in her mouth. A nurse con- 
veying infection to her mouth as mentioned in 
the above manner is a frequent occurrence and is 
an unnecessary danger. 


Almost all infections take place by ingestion, 
less frequently by inoculation and inhalation. Eat- 
ing food on the wards by nurses should be strictly 
prohibited although it would seem that one’s bet- 
ter judgment would deter one from such a prac- 
tice. A nurse may go along the halls and corri- 
dors eating, despite the fact that in many hos- 
pitals this is forbidden. Such food may be from 
the ward supply, from a patient’s room or from 
a visitor to a patient. 


It is difficult to picture any intelligent nurse 
eating food on a contagious disease ward for she 
would realize the dangers therefrom. However, 
such a danger may often be equally great in the 
wards of a general hospital. Certainly there could 
well be an unwritten law in all hospitals against 
such an indulgence, for it is undoubtedly the a 
source of much trouble in connection with infec- iy 
tion. 


Nurses and attendants may exercise great care 
and then. someone, possibly a visiting physician, 
may set at naught all this valuable activity by 
not observing the technique. Resident physicians 
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Immunization 


and interns, accompanying an outside doctor to 
see a patient, should absolutely insist that the 
ward technique be observed in all respects. Con- 
stant surveillance is required in order to keep 
aseptic the stethoscope or other instruments con- 
taminated in examination of the patient. Use 
tact and diplomacy, certainly, but always be firm. 


Precautions are taken from the time the am- 
bulance goes out for the patient. Aseptic tech- 
nique is carried out by the nurse and intern in 
the home of the patient and upon his arrival at 
the hospital. While the intern is allowed as much 
responsibility as possible, no case is admitted 
without the authority of someone more experi- 
enced, and then only after careful examination. 
In larger hospitals, having an admitting medical 
officer is an ideal and established routine. Pro- 
cedures in the admitting room, observation room, 
or receiving unit are all details to be solved by 
the individual hospital. Nose and throat cultures 
and vaginal smears should be taken on admission. 
Sputum examination and chest x-rays should be 
performed as routine on all patients, regardless 
of the cause of admission. 


Patients as Possible Carriers 


Patients entering a hospital should be regarded 
as possible carriers and potential spreaders of 
disease, either as convalescent from disease or 
incubating a disease. Doctors and nurses are too 
prone to accept parents’ and patients’ statements 
when taking a case history. On our admission 
forms we inquire if the patient has been exposed 
to any other disease. We are inclined to regard 
a negative answer as liable to error. 


Among patients admitted, there are necessarily 
prodromal and incubation cases and partial con- 
valescents. They are potential and often actual 
spreaders of pathogenic bacteria. It is necessary 
on admission, therefore, to detect early signs of 
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disease invasion and signs of diseases disappear- 
ing. When one disease is very obvious, the possi- 
bility of another concomitant, superimposed, or 
complicating condition is all too often overlooked. 


The problem of carriers should always be con- 
sidered. More stress is being placed all the time 
on the importance of infection by contact. We 
use the word “contact” in a very broad sense, not 
implying necessarily that the infected person actu- 
ally has to be touched. Virus can be carried or 
transmitted on the clothing, eating utensils, in- 
struments and fomites, by animate or inanimate 
objects. 


A Visible Chromatic Index in Identifying Zones 


Certain hospital zones and equipment are re- 
garded as “contaminated” or “uncontaminated,” 
“clean” or “unclean.” These can actually be 
labeled, marked in color, or identified in various 
ways. A very workable plan is one utilizing a 
visible chromatic arrangement embracing the fol- 
lowing: 


Colored index data cards on wards 
Colored specimen containers for various 
units 

Colored linen 

Reports from wards on colored paper 


In addition to these precautions, outgoing mail 
and articles constructed in occupational therapy 
are autoclaved. Charts are sterilized in the lab- 
oratory after leaving the ward, obviating any pos- 
sibility of their contamination, and are finally 
sent to the record room. 


In our routine procedure, nurses and doctors 
wear short-sleeved uniforms and we discourage 
the wearing of watches, the use of which, in my 
opinion is positively the worst offender against 
aseptic technique particularly the wrist watch 
with the leather strap. I cannot use wosds suffi- 
ciently forceful to emphasize the danger of the 
leather strap wrist watch. It continually collects 
germs and yet it is not readily sterilized. One sees 
the same watch often taken into the patient’s 
room, the operating room, dining room and every- 
where else; ant this is against all principles of 
personal hygiene. A nurse cannot give a nasal or 
colonic irrigation, with the water streaming back 
from the hands and dripping down from the elbow, 
without contaminating a watch worn on the wrist. 


Great care must be used in the laundry, dietary 
and other personal services to prevent the spread 
of infection. Caps, gowns and precautions for 
visitors must be adequately supplied and details 
worked out in all respects according to the needs 
of the individual hospital. 
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The Infectious Period 


The patient cannot always be regarded as free 
of infection at the end of a quarantine or isola- 
tion. period, because of the disappearance of signs 
or symptoms. There are no hard and fast rules 
on the duration of the actual infectious period— 
it fluctuates—therefore the duration of observa- 
tion and strict precaution has to be arbitrary. It 
is also important that the patient have a proper 
period of convalescence before absolute discharge. 
All complications such as sinuitis, otitis media, 
etc., must be entirely well before the patient can 
be considered as recovered. This reduces the 
danger of patient’s infecting others after dis- 
charge—“return cases.” 


Some infections can be transferred through the 
air. However, as I pointed out during the dis- 
cussion of “Airborne Infectious and Air Steriliza- 
tion” by Charles P. Major, M.D., and Theodore 
S. Wilder, M.D., at the American Hospital Asso- 
ciation convention in 1937, while this subject is 
a very interesting one and should receive a tre- 
mendous amount of further study, it is a well 
proven fact that the personnel, who are constantly 
associated with the various contagious diseases 
and coming in contact with them daily, do not 
contract the disease if they use proper precautions. 
The reason is perfectly plain and my explanation 
of this is still the same in that the observance of 
aseptic technique is not carried out to the fullest 
extent in a general hospital. 


A patient admitted with a broken leg or ap- 
pendicitis may be in the prodromal or incubation 
stage of measles, for example, or may be carrier 
of some other disease, and is sent to the surgical 
ward. That patient immediately exposes all other 
patients on the ward to this disease. One can 
readily see why a general hospital nurse may con- 
tract a communicable disease from an unknown 
source, that is—from patients who are admitted 
for other conditions or diseases. Nurses admitted 
to our isolation wards with scarlet fever we find 
are not our own personnel, but nurses from gen- 
eral hospitals. 


The Incidence of Tuberculosis Among 
Institutional Nurses 


Statistics show also a higher incidence of tuber- 
culosis among nurses in general hospitals than 
among employed personnel in tuberculosis sana- 
toria. This is undoubtedly due largely to the false 
sense of security and incomplete protection which 
exists in many general hospitals. 


All general hospitals admit tuberculosis cases, 
whether they know it or not. Therefore, they 
must be prepared to meet the problem of ade- 
quately caring for them. A recognized case of 
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tuberculosis is less dangerous to patients and em- 
ployees alike than an undetected one. A patient 
admitted for an unrelated or an obscure illness 
and presenting no signs or symptoms of pulmon- 
ary disease, may still have a tuberculous lesion 
and be infectious. Gradually it has been realized 
that the tuberculosis problem is one which in- 
volves not only the tuberculous and non-tubercu- 
lous patients of the hospital, but the members of 
the staff and employee group as well and I may 
add, visitors. 


In the average general hospital, interns and 
nurses have virtually no training in diagnosing 
and handling tuberculosis patients. This puts 
everyone in the institution in a precarious posi- 
tion. With slight knowledge of protection against 
infection and with the repeated exposures encoun- 
tered during nursing procedures, consequently a 
nurse is almost certain sooner or later to become 
infected. 


If there is a tuberculosis division in a general 
hospital, the public should be thoroughly informed 
that this division and facilities are separate and 
apart from the other services and that proper 
technique is in effect. 


The incidence of tuberculosis is generally higher 
among women in their early twenties and the ma- 
jority of student nurses fall in this age group. 
However, with proper conditions, safeguards and 
precautions, the chance of contracting the disease 
is negligible. Since negative tuberculin reactors 
are probably more susceptible to the active dis- 
ease, they should be carefully watched clinically 
and roentgenologically. 


The astonishingly high incidence of early tu- 
berculosis among medical students is significant. 
The high incidence prevails in spite of the grow- 
ing, but incomplete use of case-finding surveys 
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in colleges, medical schools, and hospitals demon- 
strating conclusively that the source of the in- 
fection has not been eliminated. The American 
Medical Students ’Association has recently recom- 
mended the adoption of a tuberculosis case-find- 
ing program and the use of isolation and aseptic 
technique in all medical schools and institutions. 


Bergen Pines is an affiliation hospital for in- 
terns from general hospitals. An intensive course 
of two consecutive months of work in commu- 
nicable diseases, including tuberculosis, is offered. 
These interns learn about the most prevalent con- 
tagious diseases and are given lectures and demon- 
strations with emphasis on aseptic technique. This 
is important in their education and invaluable to 
the intern in his general hospital work, especially 


in the admitting room, where his experience and 
training often enables him to exclude the admis- 
sion of patients with a communicable disease. A 
similar course to the one outlined above is of equa! 
importance to nurses in training. 


In the “World of Tomorrow” men, women and 
children will rarely die of communicable diseases, 
including tuberculosis. The dangers of cross in- 
fection will be remote if steps are taken now to 
further curtail the transmission of infections. 
The hospital administrator of today stands in a 
most strategic position to bring about this realiza- 
tion. As directors of their own institutions, as 
leaders in public health education and preven- 
tive medicine, they have the means and a great 
deal of the responsibility for this achievement. 





National Hospital Day Committee 
1940 


Albert G. Hahn, Chairman of the 1940 National 
Hospital Day Committee, has announced the fol- 
lowing appointments to his Committee. Mr. Hahn 
makes a special appeal to the different states, to 
name their chairmen of their National Hospital 
Day Committee immediately in order that the 
organization set up for the promotion of National 


Hospital Day in 1940 can be speedily organized. 


The 1940 Committee 


Albert G. Hahn, Chairman, Protestant Deaconess 
Hospital, Evansville, Indiana 

Dr. G. Harvey Agnew, Canadian Hospital Council, 
184 College St., Toronto, Ontario 

Dr. Norman C. Baker, Massachusetts General 
Hospital, Boston, Massuchusetts 

Dr. B. W. Black, Alameda County Institutions, 
Oakland, California 

Sister M. Carola, St. Mary’s Hospital, Hunting- 
ton, West Virginia 

Thomas F. Clark, Association of Western Hos- 
pitals, 1182 Market St., San Francisco, Cali- 
fornia 

Graham L. Davis, The Duke Endowment, Char- 
lotte, North Carolina 

Dr. E. M. Dunstan, Dallas City-County Hospital 
System, Dallas, Texas 

O. K. Fike, Grace Hospital, Richmond, Virginia 

Jed Fiske, United Hospital Fund, 370 Lexington 
Avenue, New York City 

Leonard P. Goudy, City Hospital, Saskatoon, Sas- 
katchewan, Canada 

Guy M. Hanner, Beth-El General Hospital, Col- 
orado Springs, Colorado 

Dr. S. R. D. Hewitt, Saint John General Hospital, 
Saint John, New Brunswick, Canada 
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James A. Hamilton, New Haven Hospital, New 
Haven, Connecticut 

M. Ray Kneifi, Catholic Hospital Association, 1402 
South Grand Boulevard, St. Louis, Missouri 

John N. Hatfield, Pennsylvania Hospital, Phila- 
delphia, Pennsylvania 

Dr. M. T. MacEachern, American College of Sur- 
geons, 40 East Erie Street, Chicago, Illinois 

Ray F. McCarthy, Group Hospital Service, 3607 
Olive Street, St. Louis, Missouri 

Floyd L. Marvin, Becton, Dickinson & Co., 
Rutherford, New Jersey 

Alden B. Mills, Modern Hospital, 919 North Mich- 
igan Avenue, Chicago, Illinois 

G. W. Olsen, Queens Hospital, Honolulu, Territory 
of Hawaii 

Sister Patricia, St. Mary’s Hospital, Duluth, Min- 
nesota 

Meta Pennock, The Trained Nurse and Hospital 
Review, 468 Fourth Avenue, New York City 

Dr. T. R. Ponton, Hospital Management, 100 East 
Ohio St., Chicago, Illinois 

Mary M. Roberts, American Journal of Nursing, 
50 West 50th Street, Chicago, Illinois 

Sister Mary Reginald, DeSales College, Toledo, 
Ohio 

Homer F. Sanger, American Medical Association, 
535 North Dearborn, Chicago, Illinois 

Albert H. Scheidt, Chicago Hospital Council, 105 
West Adams, Chicago, Illinois 

Rev. Alphonse M. Schwitailla, S.J., President, 
Catholic Hospital Association, 1402 South 
Grand Boulevard, St. Louis, Missouri 

Sister Seraphine, St. Mary’s Hospital, Reno, Ne- 
vada 
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ficials serves to remind us of the vital function 
in our community life that the hospital per- 
forms. 


Tec occasion of a convention. of hospital of- 


There are some fortunate persons who seldom 
if ever require the use of hospital facilities. How- 
ever, for all of us, whether in good health or af- 
flicted with the ills to which humanity is heir, the 
hospital stands as a community institution avail- 
able 24 hours a day for the preservation of life 
and the relief of serious ailments. 


It is as vital to our welfare as the police depart- 
ment or the fire department—but, unfortunately, 
without the assured income which permits those 
public services to function without financial 
worries. 


In any consideration of the present status of 
Missouri hospitals, public and private, it is neces- 
sary to differentiate between the service available 
for long-stay cases and that which our present 
hospital facilities provide for acute diseases and 
accidents. 


Since the latter facilities now available in the 
voluntary hospitals are only 60 per cent occupied 
we must conclude that the urgent need does not 
lie in this direction. 


The Problem of the Chronic Patient 


But what about facilities for treatment of cases 
requiring a long period of hospitalization? 


It is readily apparent to any one who makes 
even a casual study of the situation that, in this 
field, there is a shortage of b..s. There is a 
great need for more beds for the treatment of 
psychiatric cases, persons suffering from tuber- 
culosis, communicable diseases, chronic ailments 
of a serious nature and incurable ailments. 


At the present time, two state hospitals which 
will help relieve this situation are nearing com- 
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pletion. I refer to the new State Cancer Hospital 
at Columbia, Missouri, named for the late Dr. 
Ellis Fischel, and the new Trachoma Hospital 
at Rolla, Missouri. 


At the Cancer Hospital, the full facilities will 
be reserved for indigent cancer sufferers. At 
Rolla, both indigents and sufferers able to pay 
will be accepted since the facilities are large 
enough to permit this method. 


I realize fully that only a small percentage of 
the needy cancer sufferers in Missouri can be 
accommodated in the new State Cancer Hospital, 
and there is every indication that the majority 
of the persons admitted will have to remain a long 
time. However, the Ellis Fischel Memorial Hos- 
pital will serve a far greater number of cancer 
victims than those who go there for treatment. 
From its laboratories will come clinical techni- 
cians prepared to carry new weapons for com- 
bating this great scourge into every part of the 
state. 


Of course, the greatest weapon of all against 
any disease is education. We can save many lives 
merely by educating the public to the necessity for 
early diagnosis and treatment of cancer. 


When a tragic accident ended Dr. Fischel’s la- 
bors in this field, he bequeathed to all the other 
members of the Medical Fraternity in Missouri 
a challenge to carry on—a challenge to the hos- 
pitals, as well as to the men and women who staff 
them. 


There is one other great plague against which 
Missouri is now waging a war of extermination— 
the curse of syphilis. Only last month, the Fed- 
eral Government, recognizing Missouri’s interest 
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in this problem, assigned to Missouri one of the 
two portable syphilis clinics in the entire United 
States. 


Man’s Greatest Asset Is Health 


If we concede that an individual’s greatest eco- 
nomic asset is his health, then it logically follows 
that the condition of the public health is a direct 
economic concern of the entire community or the 
state. 


If the agency directly entrusted with the re- 
sponsibility of preserving the health of the people 
is badly managed, if it becomes an instrument of 
partisan politics, we suffer a definite financial 
loss as well as a definite loss of life. 


It is a source of considerable pride to me that 
during my administration, the State Board of 
Health has become an active, aggressive agency 
for the maintenance of healthful conditions and 
for the combating of disease and the unsanitary 
conditions which make disease possible. 


However, there remains a great deal to be done. 
If the Public Nursing Service, for instance, is to 
be extended to every part of the state, then local 
communities and county governments must co- 
operate. The service is there for them, if only 
they will bear a very small proportion of the cost. 
The State Board of Health seeks to safeguard the 
water supply of every community in the state 
against the danger of pollution, and has made an 
extensive study to bring this about. 


Only recently, it has begun an intensive cam- 
paign to insure patrons of eating places that the 
employees who serve them are free from com- 
municable diseases and that the establishments 
are kept clean and sanitary. 


The Cooperation of the Medical Profession 


It is important to remember that, in all these 
extensions of the Public Health Service, we have 
sought and obtained the close cooperation of the 
medical fraternity. 


For instance, an applicant for free treatment 
at a syphilis clinic must present a statement by 
his private physician that he is unable to pay for 
such treatment. 


This serves not only to protect the private 
physician, but to make sure that a service de- 
signed for indigent sufferers actually is reserved 
for the needy victims of this terrible plague. 


I was struck with the public-spirited attitude 
voiced by a hospital authority in a recent state- 
ment, in. which he said: 


“The hospital serves the community more 
broadly and effectively if it does not limit its 
activities merely to the care of patients. The 
training of the intern staff, student nurses, 
student dietitians and student administra- 
tors, is an incentive to better hospital work.” 


The hospital which exhibits such an attitude is 
truly fulfilling its function as a service institu- 
tion, operated without regard for profits except 
those dividends in healthy, productive citizens 
which accrue to the community as a whole. 


Group Hospital Service 


I am glad to learn that the plan for group hos- 
pital service is making rapid strides in Missouri. 
It seems to offer a solution to the question of pro- 
viding hospitalization to many who otherwise 
must forego essential treatment, or receive it as 
charity patients. 
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Death Rates 
The Public Health Reports for October 20 re- 
port the provisional death rate for the first half of 
1939 and the rates show a material improvement 
over 1937 and 1938. 


The total death rate is 11.2 for 1939, as com- 
pared to 11.9 in 1937, and the total birth rate 16.2 
per thousand as compared to 15.8 in 1937. Mater- 
nal death rate has declined from 5.2 per thousand 
live births in 1937 to 4.0 in 1939, and the new 
born deaths from 57 to 50. 


In the same period the cancer death rate in- 
creased from 113.6 to 120.0 per 100,000 popula- 
tion, and the deaths from diseases of the heart 
from 286.1 to 301.9; while those from all forms of 
tuberculosis decreased from 54.8 to 47.3, and those 
from nephritis from 83.3 to 78.7. The accident 
death rate declined from 76.6 to 67.5; while those 
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from automobile accidents declined from 26.5 to 
20.6. 


—_—-——— 

In our daily stewardship in the care of the sick 
we know no barriers of race, color, or creed. The 
visions of human suffering excite the better in- 
stincts of all of us and call forth a kindliness and 
unselfishness not always manifest in our other 
relationships. This hospital has a special oppor- 
tunity to carry out such ideals in our daily round 
of hospital life because the cosmopolitan charac- 
ter of our populations brings to us patients of 
every walk in life, of every language and shade 
of political and religious opinion. 

And to each we try to render the same kindly 
and efficient care. A community hospital should 
at all times build a better understanding amongst 
its people. 

—William B. Sweeney. 
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of understanding and of mutually bene- 
ficial cooperation between hospitals and 
the newspaper. It is hardly necessary to state 
that both of us need and desire a workable agree- 
ment of that character. I have been assured that 
this is the feeling of hospital people and I know 
it is the feeling of people in the newspaper office. 





O:« problem here is to seek a common basis 


At the outset let me pay a personal tribute to 
the service rendered by hospitals of Missouri and 
of America. I hold these institutions in the high- 
est esteem, and I have reasons growing out of 
their kindly, thoughtful, and most efficient care 
of members of my own family to be most grateful 
for their ministrations. Of course I cannot know 
when I personally may be in need of hospital aid; 
so I proceed with due caution in my remarks 
about our relations in the business or more im- 
personal sense. 


The Relations of Newspapers With Institutions 
and the Public 


As a necessary and enlightening approach to 
our subject, I should speak first of the position 
of the newspaper in its general relations with 
institutions and the public. For the problem of 
the hospital administrator in getting what he 
wants from newspapers and the newspapers in 
getting what they want from him is not peculiar. 
The discussion of this subject might well take 
place in a school gathering, a church gathering, 
a business gathering and many another. In fact, 
it might be termed the exception rather than the 
rule that any group is altogether satisfied with 
its relations with the press. 


The explanation is not, I believe, that some- 
thing is wrong with the newspaper or that some- 
thing is wrong with the hospital or with these 
other groups. It is largely a matter of misun- 
derstanding. And at the very beginning of any 
effort to clear that up it is essential to take note 
of the real function of the newspaper. 


The newspaper is or should be an agency of 
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all the people. It must strive to be that if it is 
to serve a useful purpose in a democracy. And 
it naturally follows that if it is to serve all the 
people and try to furnish what will interest the 
largest possible numbers, it cannot serve espe- 
cially any particular interest or group. Certainly 
it is not likely to give any one of them the amount 
of space or the kind of attention that the group 
concerned would feel it ought to have. This sug- 
gests the big difference between the newspaper 
and a professional or trade publication, which can 
and does specialize in the kind of material a par- 
ticular group desires to read and is quite likely to 
find satisfactory. 


Irvin S. Cobb remarked some years ago that 
the average newspaper prints few items—outside 
the society columns—that do not give offense to 
somebody in some way or fail to please some- 
body. And I am not sure that Mr. Cobb should 
have made an exception of the society columns. 


Again, it was the observation of Ed. Howe, 
“Sage of Potato Hill” in Kansas, that the news- 
papers could safely criticize nothing except the 
man-eating shark. 


Well, there we are. What to do about it? I 
hope to arrive at a few suggestions on that point. 


The Newspapers and the Hospitals 


What is our experience with the hospitals? I 
have canvassed our men who have had to do with 
them in one way or another and here are some of 
the things that I discovered. I shall speak frankly 
as I have been requested to do; and remember 
I am telling you what somebody else says. 


Said one city editor: 


“The hospitals are evasive and non-coopera- 
tive. They apparently are in the position of 
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putting every obstacle in our way to prevent 
our getting the news we want. They seem 
to go beyond all reasonable bounds in efforts 
to protect patients and keep away from us 
the kind of information we desire. Hospital 
people even go to relatives of a patient and 
ask them not to give information to the news- 
papers or let them have a picture.” 


These statements, the city editor explained, 
would have to be varied as they were applied to 
different institutions, some hospitals being more 
cooperative than others. But in general the 
charges were held to be valid. 


Another city editor said: 


“Many persons, especially persons of prom- 
inence in whom there would be more than the 
usual public interest, go to hospitals in order 
to seclude themselves and keep out of the 
public view. I understand that the hospital 
would have a feeling of responsibility for 
such patients, but it does not seem to work 
out to our advantage. 


“The hospitals are difficult to cover; they 
are among the most difficult sources of news 
in the entire newspaper field. They often are 
ready enough with hand-outs, but these usu- 
ally are not what we want. «s news that would 
interest the general pul <.” 


Said a hospital reporter: 


“My experience over more than two years 
has been that it often is a case of passing 
the buck when you try to get news out of a 
hospital. You call the office and the girl 
there says she cannot tell you anything. She 
may refer you to the nurse in charge, who 
says she cannot tell you anything, either. 
The nurse may refer you to the superinten- 
dent, who in turn probably refers you to the 
physician, who more often than not takes 
the attitude that it is a professional secret 
and nobody’s business.” 


Said another hospital reporter: 


“At least some hospital people, nurses and 
others, seem to have a low opinion of news- 
paper reporters. They seem to think they are 
lazy and dirty—especially about the press 
room (if there happens to be one). They also 
seem to think that reporters are snoopers 
when they try to get from a hospital what 
they are told to get and must go about it in 
their own way. But a reporter is on the spot 
if he does not perform in a case like that. 
He may lose his job or be severely repri- 
manded for failure.” 


Still another reporter stated rather similar ex- 
periences, and added that once he had called 2 
hospital to check up on the condition of a man who 
had been critically injured in a motor car acci- 
dent. He said he was told that the patient was 
getting along very well but discovered later that 
the man had been dead an hour. 


This reporter suggested something in the na- 
ture of a daily press conference with some re- 
sponsible person at a hospital so that the news- 
paper men could obtain the information they need 
or want, without having to pry around a dozen 
places and then possibly be unable to get the cor- 
rect story. 


That may be enough to indicate the character 
of newspaper experience. It must be understood, 
as I stated before, that there are exceptions and 
qualifications to be made that not all of these re- 
lated instances would apply equally to all hos- 
pitals. But I do not believe that any person I 
questioned was wholly satisfied with his experi- 
ence with any one institution. 


A Challenge to Better Understanding 


As I observed near the beginning that perhaps 
no one institution was wholly satisfied with what 
it obtained from a newspaper, we would seem to 
be about in the same position in the one respect. 


The situation is of course a challenge to a bet- 
ter understanding. I would not hold for a mo- 
ment that all the cooperation and the reform of 
methods must come from the hospitals. My re- 
cital of the testimony of the newspaper men 
doubtless provoked many questions in your minds. 


You may not agree with the assumption that 
either the newspaper or the public has a right 
to certain information about persons who have 
placed themselves in the care of hospitals. You 
may feel there is a genuine responsibility to pro- 
tect patients, and that newspapers often attempt 
unduly to pry into matters that are strictly pri- 
vate. But it is a question of where personal and 
private interests end and where legitimate public 
interests begin. Where can the line be drawn? 


There can be no arbitrary answer. It must 
be found in each individual instance as it arises. 
And it can be found then only when mutual co- 
operation and confidence mark the relationships 
of the hospital and the newspaper. Therefore, I 
propose: 


1 That hospitals take newspaper men into 
confidence, even giving them more information 
than they need to print or should print. A good 
part of the information newspapers get is of this 
confidential nature. They need it for their guid- 


HOSPITALS 




















ance. They can be trusted. They themselves 
have a responsibility as to what goes in their 
columns, and they are not going to be printing 
anything that would reflect unjustly either upon 
a hospital or a hospital patient—if they know 
the facts. What they want is the facts and the 
privilege of deciding how they should be used. 
That is the desire and privilege of a publication 
in any field. 


2 Make some uarrangement—it could not and 
need not be the same in each hospital—by which 
a newspaper or its reporter can get daily infor- 
mation about hospital matters that may be of 
general public interest. The reporter I quoted 
a moment ago suggested a daily press confer- 
ence. It is handled that way in many offices or 
other places to which newspaper men go daily. 


But if the conference method is not feasible, 
try something else. Often a reporter does not 











have time to visit a hospital to get what he is told 
to obtain. He must use the telephone. Frequently 
he must call here and there—time passes—and 
time is of the essence of news. Wouldn’t it be 
possible to work out a plan by which some re- 
sponsible person in the hospital could be appointed 
to answer all newspaper telephone calls? It may 
not be a comparable case, but when we call under- 
takers, the police department or the fire depart- 
ment we get the information we want without 
delay. 


These proposals, I hope, suggest possible means 
of ending the present misunderstanding and lack 
of cooperation between hospitals and newspapers. 
I believe the great majority of the newspapers 
would be ready to do their part in an approach 
to more harmonious and satisfactory relations. 
There are few problems that cannot be settled 
when the interested persons or groups concerned 
get together for their mutual benefit. 





In 1918, Robertson showed that citrated human 
blood can be bottled and preserved for as long as 
26 days and be successfully transfused. The suc- 
cessful use of cadaveric blood by the Russians 
stimulated workers in the United States to find 
ways of preserving blood. 


Fantus and the Cook County Hospital conceived 
of the blood banking idea which has now spread 
widely throughout the United States. Fantus 
stated that for a successful operation of blood 
banks an average of 6 transfusions must be per- 
formed daily. He advised that blood be used with- 
in 10 days. 


Giddings and Kruger reported analysis of 2,241 
transfusions of bank blood at the Kings County 
Hospital with an incidence of reactions of 7.3 per 
cent, 0.3 per cent contaminations and 0.4 per cent 
clotting and hemolysis. No fatalities occurred. 


McGowin studied problems connected with pres- 
ervation of blood. He found that the best pre- 
servative mixture was blood 10 parts, 5.4 per cent 
glucose 13 parts, and 3.2 per cent sodium citrate 
2 parts. The glucose prevented hemolysis. The 
potassium in the red blood cells diffused readily 
into plasma the first 10 days, then an equilibrium 
was established. The pH changed from 8 to 7 in 
35 days. The red cells retained ability to respire, 
fragility was little changed, prothrombin of plas- 
ma was not impaired at the end of 15 days. 


Fantus in 962 transfusions stated that the inci- 
dence of reactions increased markedly after 12 
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days of preservation, being 8 to 16 per cent for 
blood 1 to 12 days old, and 33 to 50 per cent for 
blood 12 to 22 days old. Erickson found 2 per cent 
reaction with blood less than 3 days old, and 15 
per cent reaction with blood up to 21 days old. 
The majority of places now use 1.16 grams of so- 
dium citrate in 50 cc. of normal saline for each 
500 cc. of blood withdrawn. 


Belenskey reported that conserved blood under- 
goes in vitro biochemical and morphological alter- 
ations of destructive character, terminating in 
complete loss of functional characteristics. He 
found less destruction occurred in dextrose-citrate 
solutions than in citrate-saline solutions. Cases of 
acute anemia or traumatic shock were less likely 
to have reaction with conserved blood than fresh 
blood. Hemostatic effect in hemorrhagic diathe- 
sis was found to be less. 


Preserved blood has its usefulness in con- 
venience and in emergencies. In our practice, how- 
ever, wherever possible, we have used fresh blood 
because less physiologic changes and less reactions 
occur by using fresh blood. Contrary to the ma- 
jority of reports, it is interesting to note that 
Lundy, Tuohy, and Adams reported that in 2,805 
transfusions with citrated blood the incidence of 
reactions with fresh blood was 10.4 per cent, 
whereas with refrigerated blood it was 7.8 per 
cent. 


—Excerpted from the Staff Meeting Bulletin of 
the Hospitals of the University of Minnesota 
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Control of Postoperative Infections 


Sterilization of Instruments 


CARL W. WALTER, M.D. 


kindly healing of surgical wounds—is attained 

so frequently that postoperative infections 
are often considered unavoidable accidents rather 
than evidence of faults in aseptic technic. 


Ti objective of aseptic technic—prompt, 


This attitude has resulted in the perpetuation 
of a confusion of cumbersome, time-consuming, 
operating room procedures, rather than in the de- 
velopment of simple technics designed to eliminate 
breaks in asepsis which have been recognized for 
years. Failure to standardize aseptic technic on 
a scientific basis is in itself an outstanding fault, 
because the successful performance of any technic 
depends upon the respect and cooperation it com- 
mands from all concerned with its proper func- 
tion. Every change in personnel, whether among 
surgeons, nurses, medical students or lesser sub- 
ordinates, introduces uncertainty in the chain of 
safety until the newcomer forgets previous train- 
ing, which may well have been superior, and learns 
a new “brand of asepsis.” Tradition, expediency, 
and habit dictate many technics, whereas safety 
for the individual patient demands a basis of fact 
and a standardized technic. 


Pride in a traditional technic or the inexperi- 
ence of better methods causes many hospitals to 
disregard repeated evidence of the unreliability 
of sterilization by boiling water, alcohol, mercurial 
germicides, and hot oil; warnings against the use 
of oil on instruments; and admonitions regarding 
the proper disposition of instruments known to 
be contaminated with virulent spore-bearing 
bacteria. 


The Problem of the Sterilization of Instruments 


The problem in the sterilization of almost all 
instruments is the rapid destruction of spores, 
many of which are resistant to both physical and 
chemical agents, particularly when protected by 
a film of oil or a coating of protein. To be reliable 
under all conditions this procedure must be so 
rapid that attendants are not tempted to impro- 
vise shortcuts. 


Presented at the Clinical Congress of the American College of 
Surgeons, Philadelphia, October 17, 1939. 
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Many ignore spore-formers in the belief that 
they are uncommon in the operating room. How- 
ever, such organisms have been demonstrated 
postoperatively on. twelve per cent of the cutting 
instruments used in clean operations and 8.5 per 
cent of the knife blades used for skin incision. 
The dust from operating room floors and shelves 
yields many cultures of resistant, spore-bearing 
bacteria. Ineffectual terminal disinfection of in- 
struments soiled with oil, feces, septic blood, or 
pus is a prolific source of such contamination. 


Even in operating rooms where instrument kits 
are adequately sterilized prior to operation, there 
are opportunities for unsterile instruments to 
reach the operative field. These breaks in aseptic 
technic are countenanced by surgeons because 
there have been no quick, reliable methods for the 
emergency sterilization of instruments or the post- 
operative sterilization of instruments contami- 
nated with virulent bacteria or spores. 


The Need for Emergency Sterilization 


The need for emergency sterilization, arises 
daily. The exasperating delay which follows dis- 
covery of the omission of an instrument from the 
kit, the accidental contamination of a special in- 
strument, or the request for instruments required 
by an unexpected change in operative procedure 
is familiar in the majority of operating rooms. 
In many clinics quick sterilization (boiling for 
one or two minutes in a small electric sterilizer), 
or chemical disinfection (wiping the instrument 
with a germicide) are sanctioned because of the 
emergency. In operating rooms where more thor- 
ough emergency methods are used, the impatient 
surgeon may stampede a timid circulating nurse 
into returning an instrument to the operative 
field before it has been adequately sterilized. 
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Figure 1 


The Technique of Sterilizing Instruments 

Instruments can be sterilized quickly and effi- 
ciently for such emergencies in a specially con- 
structed autoclave? equipped with accessories 
which permit the completion of a sterilizing cycle 
in less than. four minutes. This striking decrease 
in the cycle is possible for two reasons. Almost 
all modern surgical instruments present nonpor- 
ous surfaces and sterilization is strictly a surface 
phenomenon where time for penetration by steam 
can safely be omitted. The thermal death time 
of bacteria decreases exponentially with increase 
in temperature. A lethal period, short enough to 
permit true emergency sterilization, is quite prac- 
tical when the temperature of the steam is raised 
to 270° F. 


Before placing instruments in such a sterilizer, 
dirt and grease must be removed by scrubbing 
with soap and water and slushing in a fat solvent. 
The clean, oil-free instruments are opened and 
placed in the sterilizer on a perforated metal tray 
and the door is closed tightly. Steam is then ad- 


a—Figure 1 
b—Figure 2 
c—Figure 3 
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mitted to the chamber so rapidly that a sterilizing 
temperature of 270° F. is attained in 40 seconds.” 
Spores of the most heat-resistant organisms are 
destroyed at 270° F. in two minutes. An auto- 
matic, recycling timer meters a consecutive 
sterilizing interval of three minutes and signals 
that the load is sterile and that the steam may be 
vented. Pressure in the chamber can be relieved 
almost instantaneously. A detachable handle* is 
then fitted to the sterilizing tray and the instru- 
ments can be carried to the operative field without 
danger of dropping or contaminating them. This 
technic enables the circulating nurse to provide 
the surgeon with sterile instruments in less than 
five minutes after their need becomes apparent. 
Because of the rapid action and high temperature 
attained in this sterilizer, spotting and corrosion 
of instruments are eliminated. 


Inadequacies of Some Sterilizing Procedures 


Inconsistencies among the numerous methods 
used for terminal disinfection of instruments from 
septic cases are indicative of the general inade- 
quacy of the procedures. The only safe bacterio- 
logic technic in current use is that of immersing 
the soiled instruments in a ten per cent soap solu- 
tion and autoclaving them at 250° F. for thirty 
minutes. This practice has the disadvantage of 
using equipment primarily designed for another 
purpose. The interior of the autoclave is usually 
fouled with soap and denatured proteins which 
are spattered on the chamber wall when the steam 
is vented. The danger of scalding the attendants 
who remove the instruments from the sterilizer 
is great. 
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Figure 3 


Soaking dirty instruments in a germicide, boil- 
ing for prolonged periods after thorough scour- 
ing and scrubbing, or combining such procedures 
in various ways is not only time-consuming but 
also removes the instruments from circulation. 
What is of greater danger, spores may be spread 
throughout the operating room during the cleans- 
ing process, or non-pressure sterilizers may be 
contaminated with an oily scum containing heat 
resistant spores. 


Safe and Rapid Technique for Cleansing and 
Sterilizing Instruments 


A safe, rapid technic for the cleansing and 
sterilization of such instruments is that of expos- 
ing them to superheated water in a sterilizer‘ de- 
signed to remove the oil and scum from the sur- 
face of the water, leaving at the most a monomo- 
lecular film of oil which can be sterilized. The 
dirty instruments are collected in a stainless steel 


bucket directly from the instrument table by the 
scrub nurse responsible for the case, the only 
preliminary treatment being that of releasing the 
locks so that all surfaces are exposed. The bucket 
is placed in the sterilizer over a baffle® which 
forces water to circulate through perforations in 
bottom of the bucket. Asteam coil, located beneath 
the baffle, supplies adequate heat for rapid steril- 
ization and sets up convection currents which 
carry the surface water toward an overflow at the 
rear of the sterilizer. The continual rise in the 
water level, due to the expansion of the heating 
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Figure 5 


water, carries the oils and scum formed by the 
blood and pus over a knife edge overflow into a 
reservoir, whence it is discharged into the drain 
by a special ejecter. The addition of a suitable 
detergent and water softener in proper amounts 
removes the soil and prevents the precipitation 
of a film of alkaline earth soaps and salts on the 
instruments. The temperature of the water is 
raised to 270° F. and in seven minutes‘ a-trip valve 
automatically shuts off the steam; and a signal 
light indicates the attainment of sterilizing condi- 
tions. After two minutes the superheated water is 
rapidly drained into a flash tank, exposing the in- 
struments to saturated steam for approximately 
one minute while the pressure is being relieved. 


d—Figure 4 
e—Figure 5 
f—Figure 6 
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perated surgeons raises the esprit de corps of the 
operating room personnel with an attendant in- 
- crease in the efficiency and quality of their work. 
250 These new sterilizers provide a safe, rapid 
method for emergency sterilization, a safe pro- 
paper cedure for cleansing and sterilizing instruments 
3510 contaminated with spore-bearing material, and a 
4 Sterilizer reliable technic for pre-operative sterilization. 
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to flash most of the adherent moisture and the 
clean, dry, sterile instruments are ready for im- 
mediate use upon removal from the sterilizer. 


The action of this sterilizer is so rapid and sat- 6 
isfactory that it may be used for the preoperative 7 
sterilization of instruments, affording a conven- 
ient means for absolute sterilization. A battery 8 


of these sterilizers not only supplants those cus- 
tomarily used in most operating rooms, but also 
affords facilities for services essential to absolute 
asepsis. 
10 
Advantages in Using This Type of Sterilizer 


11 
There are several hidden advantages which 


have become apparent through experience with 
these sterilizers. The immediate availability of 12 
sterile instruments permits the omission of many 


spare instruments from operative kits. Dupli- m 
cates of expensive special instruments are often 14 
unnecessary. The resulant decrease in inventory 
encourages better care of the instruments and 15 
justifies the purchase of quality instruments. 
Elimination. of the time-consuming drudgery of 16 


cleaning instruments and the heckling of exas- 
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The second annual Clinical Conference spon- 
sored by the New Jersey State Medical Society 
was held in Hudson County on November 9 and 10. 


Fifteen hospitals participated in the program in 
which St. Francis Hospital, Jersey City, took a 
very active part. The program consisted of opera- 
tive clinics held on both mornings and were sup- 
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plemented by several papers, scientific exhibits, 
and clinical demonstrations of unusual material 
at that time available. 





Visiting doctors from various sections of New 


Jersey, as well as from neighboring states, at- 
tended the meetings. Registrations at St. Francis 
Hospital totaled one hundred fifty. 
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Emergencies 


JOHN M. T. FINNEY, JR., M.D. 


N efficient, smoothly functioning, ever 
A ready emergency service is a necessary 

adjunct of any well run hospital, be it 
large or small, urban or rural. Many a hospital 
in this day of increasing automobile traffic and 
consequent accidents, finds its provision and fa- 
cilities for such emergency service woefully in- 
adequate or virtually lacking. 


Many hospitals were established and built be- 
fore the days of an extensive accident service, 
and hence no physical provision was made in the 
building for accommodation of such a service. 
The result is that when the need forced the insti- 
tution of such service, the physical arrangement 
was, of necessity, makeshift and poorly laid out. 
Other hospitals planned for some such service 
on. a restricted basis, but now find the quarters 
crowded, outgrown, and totally insufficient for 
present needs. Only the more modern buildings, 
and then usually only in the larger centers, can 
boast of well planned, adequate quarters. The 
same often applies to the staff organization to 
man such a service. There may have been some 
attempt to rearrange a pre-existing set-up, but the 
result too often remains inadequate to meet real 
emergencies. 


The management and medical staff of any hos- 
pital must be made to realize the necessity for 
some working arrangement of plant and man- 
power, which is in a position to give prompt emer- 
gency service, when necessity arises, on a twenty- 
four hour a day basis, seven days in the week. 
In the larger hospitals, where there is a resident 
staff of house officers, this should be a relatively 
easy matter. But even then it not infrequently 
happens that during the night hours there is no 
provision for emergency x-ray or laboratory serv- 
ice—the technician is off duty. It would seem 
a simple matter to train one or more members 
of the resident staff to perform these duties in 
the interim that the regular person is not avail- 
able, and see that the substitute so designated 
is always on deck. In the smaller hospitai with 


Presented at the Hospital Standardization Conference at the 
Clinical Congress of the American College of Surgeons, Philadel- 
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no resident staff, the difficulty of adequate cover- 
age is much greater. There, probably the only 
solution is to have these duties delegated for a 
specified length of time, to some specific member 
of the visiting staff of the hospital, such mem- 
ber to hold himself in readiness to answer any 
call promptly at any time of day or night. This 
would most likely require his rearrangement of 
his own private practice and life for the period 
of such service. In some few instances of which 
I have knowledge, provision is even made for his 
taking residence in the hospital for such period. 


Extensive lacerations, fractures, cerebral, thor- 
acic and abdominal injuries, poisoning, together 
with the hemorrhage and shock attendant upon 
them, cften must be dealt with without delay in 
order tu give the victims their fair chance for 
recovery. This applies likewise to the less dra- 
matic emergencies of ordinary civil practice— 
acute appendicitis, ruptured ulcer, strangulated 
hernia, intestinal obstruction, cardiac crisis 
diabetic coma, and so forth. It is imperative that 
any hospital worthy of the name, which would ask 
for the financial support of the citizens of its 
community, whether through taxes or voluntary 
contributions, should in turn be ready to meet 
any crisis in their lives promptly and efficiently. 


Shock, Hemorrhage and Poisonings 


Some of the necessary arrangements for the 
handling and treatment of certain types or phases 
of emergencies can be systematized to more or 
less a routine matter in the well run, adequately 
staffed institution. In the case of poisonings, for 
instance, much of the procedure should be almost 
auteomatic—emptying of the stomach to prevent 
further absorption of the agent, neutralization, if 
possible, by some recognized antidote, supportive 
measures for heart and respiration. 


HOSPITALS 














Charts are easily available from many of the 
large drug houses, the Red Cross, and other agen- 
cies, showing the common drugs one may be apt 
to be dealing with and their appropriate antidotes 
and other suggested therapy to combat their ac- 
tion. Some such chart should be posted in a prom- 
inent place in every emergency room, to prevent 
mistakes in time of excitement and stress, as well 
as to eliminate the necessity for looking them up 
in a reference book, with the consequent loss of 
time. Some complete text on pharmacology and 
toxicology should be available, however, for use in 
the case of any unusual drug, which might not 
appear on the common chart. 


Supportive treatment, for cases of shock and 
excessive hemorrhage should also be systema- 
tized to the point where there is no necessity for 
special orders or preparation for the routine 
measures in each individual case. 'Tourniquets, 
clamps, and suture materials, hot water bottles 
and blankets, a stretcher whose head may be low- 
ered or feet raise, at will, salt and glucose solu- 
tions, together with the necessary sterile appa- 
ratus for its administration either subcutaneously 
or intravenously, drugs both for stimulation and 
sedation, should be constantly at hand and ready. 


Blood Transfusions 


This brings us to the subject of emergency 
transfusions, possibly the most useful, necessary 
and life-saving therapeutic measure, in many 
cases—and incidentally the hardest to provide 
for in a real emergency. Proper blood matching 
is a time-consuming procedure at best, and yet 
it is essential that it be carefully and accurately 
done—the greater the necessity for the transfu- 
sion, the greater the damage to the patient from 
any untoward reaction. There are some reason- 
ably safe short-cuts in matching, where speed is 
essential, or one may fall back on the use of the 
so-called universal donor, a known Group IV, 
though the percentage and severity of reactions 
after such transfusions are considerably higher 
than where the safer, more time-consuming meth- 
ods of choice of donor have been employed. But 
where to get the blood, how to find the donor in 
the emergency is often a pressing, if not insoluble, 
problem. 


Many plans have been tried or are in operation 
—in almost every hospital which has a solution, 
that solution differs in certain respects, more or 
less important, from every other one. What is 
applicable in one locality is totally inadequate or 
impossible in another. We cannot do other than 
mention, in passing, some of these plans in the 
short time at our disposal. First, the so-called 
bloed bank in one form or another. This system, 
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in general, is useful only in those hospitals where 
there is relatively frequent demand for trans- 
fusions; in our present state of knowledge of such 
things, it seems unwise to keep blood longer than 
two to three weeks at most, before use. But it is 
the quickest way of obtaining blood in an emer- 
gency, where applicable. The source of supply 
for the blood bank may be variable. In general, 
the best system is to make every recipient replace 
the amount drawn from the bank within twenty- 
four hours, either by purchase from a professional 
donor, or donation from a volunteer donor, mem- 
ber of the family or friend. 


In some hospitals, particularly those of the 
charity group, the same system is followed as 
obtained in some of the base hospitals during the 
World War; every patient who was considered 
physically able to do so, contributed some blood 
before evacuation or discharge from the hospital. 
An interesting experiment is now being conducted 
in. one of the large charity hospitals I know of, 
where the placental blood is being extracted, un- 
der sterile precautions, following every normal 
delivery, and then grouped and stored under its 
proper grouping in the common bank. And so it 
goes. The underlying idea in every instance is, 
of course, to have on hand at all times, some blood 
of each group subject to immediate use if re- 
quired. In this way, all waiting for donors is 
automatically eliminated. 


The next most satisfactory arrangement prob- 
ably consists of a list of available donors, volun- 
teer or professional, who are readily available at 
all times. This is much more universally appli- 
cable to all sizes and types of hospitals. If the 
trouble were taken, it would be possible to work 
up such a list for any hospital, large or small, 
urban or rural—but so many of them do not take 
the trouble to do it! There are many variations of 
this method, some of which we will enumerate. 


Where the hospital is run in connection with 
a medical school or university, the student body 
will furnish an excellent source of blood supply. 
Those who wish to be on the list are grouped, and 
a record of name and blood group kept at the hos- 
pital. Many young people have used this means 
of supplementing their income during college or 
medical school years; and many of them are 
equally willing to serve without pay, where neces- 
sity dictates. The hospital staff itself—interns, 
nurses, orderlies and maids—often appear on such 
lists. Here care must be taken not to call on any 
one donor at too frequent intervals; arbitrarily 
twice a year is probably a wise limitation, because 
their hours are long and their work confining. 


In many of the larger cities, lists of volunteer 
donors are maintained by the local chapter of the 
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Red Cross, which undertakes to furnish a suita- 
able donor in any worthy charity case. The neces- 
sary time interval here is usually somewhat 
longer, due to a certain amount of red tape in 
the transaction. 


Some smaller communities have a combination 
professional and volunteer donor service organ- 
ized under the auspices of some of the lunch clubs, 
as the Rotary, Kiwanis, Lions, etc., or through 
the fraternal organizations—Masons, Elks, Moose, 
etc., or the Chamber of Commerce, or volunteer 
fire departments. In some communities the local 
grange, women’s club or church may be the or- 
ganizing agency. And so it goes. Suffice it to 
Say, as we said at the start, practically any hos- 
pital, if it will do a little educational work among 
its community supporters, can organize a list of 
sorts on which it can call in an emergency. And 
much valuable time can be saved if such a course 
is followed rather than that of frantic appeal only 
after the emergency confronts them. 


The final alternative is to depend entirely on 
finding donors among the family or friends of the 
patient, which almost invariably will be the most 
time consuming method of all, and frequently 
therefore of little use in a true emergency. All 
of the grouping, matching, Wassermann checking, 
et cetera, must be done at the time when the pa- 
tient is needing and waiting for the blood. A 
little foresight and preparation is well worth 


while, both from the point of view of the hospital 
and the patient. 


Emergency Lighting in the Hospital 


The question of emergency lighting for the 
operating, delivery and accident rooms is another: 
item which too frequently is overlooked until the 
necessity arises, and provisions to meet it are 
then found to be either inadequate or, too often, 
totally lacking. Many systems have been used 
to combat this difficulty. Among them are two 
power lead lines from different outside power 
sources; an outside lead line, and an institutional 
power plant, either one of which may be used as 
the main source, an inside or outside power source, 
with an inside storage system which may bridge 
the emergency; or two separate inside power 
sources. Any of these plans will be satisfactory 
barring some destructive catastrophe which could 
not well be planned for. 


Probably as effective and simple a system as 
any is the use of the movable spotlight, with 
storage batteries in its pedestal—several of which 
are on the market—where, in. the event of power 
source failure, the light switches automatically to 
the storage system which is adequate for several 
hours continuous use. The storage batteries are 
maintained at their maximum capacity charge as 
long as the outside power source is functioning, 
guaranteeing a well charged storage source, if and 
when needed. 
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Crymotherapy 


Dr. 8. 8S. Goldwater, New York Commissioner of 
Hospitals, has announced that the installation of 
a special crymotherapy chamber at City Hospital 
on Welfare Island has been made possible through 
the generosity of Mr. and Mrs. Walter C. Baker. 


Crymotherapy is popularly known as the hiber- 
nation or frozen sleep method for the treatment 
of cancer. It has been employed as a palliative in 
cancer treatment at a number of institutions 
throughout the country. The most extensive ex- 
periments have been carried on at Temple Hospital 
in Philadelphia, where more than 80 cases have 
been treated with promising results. Tissue 
studies made at Temple Hospital are reported to 
have shown definite regression in growth, with 
disappearance of cancer cells from local lesions. 
Parallel studies were more recently undertaken in 
New York City at Lenox Hill Hospital, from which 
encouraging reports have been received 


The views of the City Hospital Staff committee 
on the value of crymotherapy or hibernation treat- 
ment have been summed up as follows: 
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“The thought of the chemists, pathologists and 
biologists regarding crymotherapy is that there 
are definite changes in the histological and bio- 
chemical structure of the cellular membrane, 
which apparently indicates a type of change 
known as crystalloid precipitation. Moreover, the 
protoplasm of the cell also is modified. These 
retrograde metamorphases are then absorbed and 
replacement takes place by normal connective and 
fibrous tissue, somewhat on the type of scarring 
effect. 


“These evidences are clearly discernible in cases 
which have been studied by competent authorities. 
A demonstration of slides and biopsy specimens 
at Temple University presented evidences of im- 
provement in patients who had been cared for 
under this type of modern crymotherapy. 


“We are of the opinion that if not of curative 
value, at least this method of treatment has much 
to offer as a palliative therapy in relieving pain 
and in offering a longer and more useful existence 
to those unfortunately afflicted with cancer.” 
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complex, there is a rising need for pub- 

lished standards in management principles 
and technics. With this refinement the training of 
lay personnel in hospitals will become a routine 
function of administrative performance. 


Since the beginning of the twentieth century, 
much attention has been focused upon personnel 
relations. Large sums of money have been and 
are expended to develop the worker to a maximum 
degree of productivity. 


jy S HOSPITAL organization becomes more 


In hospitals, during this same period, much 
emphasis has been placed on training. However, 
this effort has been chiefly concerned with the 
direct professional activities of the institution. 


The Benefits of Training in Specialized Technics 


For years past some phase of hospital training 
has been presented on the program of this Asso- 
ciation. The development of formal training pro- 
grams for nurses strikes to the very core of nurs- 
ing service. In turn, the training of the intern, the 
resident physician, the social service worker, the 
student dietitian, the x-ray technician, the medical 
librarian received its due attention. In the main 
the objectives have been to perfect specialized 
technics brought about through changes in medi- 
cal and social practice. 


Since the organization of the American College 
of Hospital Administrators, the development of 
formal training programs in hospital administra- 
tion has been its major function. Similarly, insti- 
tutes have been held to serve as refresher courses 
and to provide opportunities for formal lectures 
and discussions concerning the principles, practice, 
and philosophy of hospital management. 


Training Non-professional Employees 


A relatively small percentage of hospital 
personnel comes within the scope of professional 
activities. By and large, the greater proportion of 
hospital workers are included in the subordinate 
functions calling for quasi skilled or unskilled per- 
formance. 


Over these past centuries, the hasic function of 
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hospital management has remained fairly con- 
stant. The field of medicine has progressed and 
with it hospital organization has become a complex 
social institution. Technics change but the phil- 
osophy and function remain the same. Training 
programs will not alter technics; only the object 
changes. Therefore, especially with reference to 
the unskilled worker, the major function of train- 
ing is to change attitudes. 





Training Follows Selection 


Training naturally follows selection. If each job 
called for more or less uniform qualifications of 
experience, age, health, education, intelligence and 
personality and all persons in turn possessed a 
comparable degree of native intelligence, educa- 
tion and interest, the task of training could be 
reduced to a few simple terms. In contrast, if no 
thought is to be given to the type of person re- 
quired for the job and the degree of his or her 
physical, mental, intellectual or social abilities, 
then obviously, the reverse is true. Perhaps there 
may be some fields which can develop super pro- 
duction based upon a relatively few simple routine 
manual practices. Hospital service, because of its 
emotional public relation, demands a definite 
standardized routine but exercised with a high 
degree of personalized attention. It is not enough 
for employees to be trained “what to do” and “how 
to do it” but in more cases than not “what to say” 
and “how to say it.” It is this variable which dis- 
tinguishes the hospital worker from the robot. 


How can such training practice be achieved? 
Society is indebted to Doctor Frederick Winston 
Taylor who some thirty years ago developed the 
principles of scientific management. It was Doctor 
Taylor and his associates (H. L. Grantt and Frank 
Gilbreth) who isolated the elements of industrial 
and business management and with the scientific 
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approach of management research, time studies, 
motion studies and work planning, were able to 
formulate definite standards and technics of work 
accomplishment. 


What Training of Employees Means 


Reduced to simplest terms, training is the 
means to secure the maximum amount of effec- 
tiveness for the least amount of physical and 
financial effort. Taylor says it is the maximum 
prosperity for both employer and employee. Train- 
ing fosters correctness and harnesses all forces 
necessary for a desired result with a minimum of 
adjustment. In business, profit is used as the com- 
mon denominator for both employer and employee. 
Hospital service must seek other criteria to 
measure its performance. 


It is not necessary here to review in detail the 
results of a study conducted under the auspices 
of the Personnel Committee of the American Hos- 
pital Association to determine the degree in which 
formal training is employed in hospitals. Suffice 
to say, the results proved conclusively that hospi- 
tals have not availed themselves of training pro- 
grams to the extent which is common in other 
fields of business activities. This research will 
continue. The aim will be to study these existing 


training programs and translate their effective-. 


ness in terms of hospital performance. 


With the growth of hospitals there is, perhaps, 
confusion between progress and complexity. The 
charitable concepts of hospital service have re- 
mained constant yet innumerable functions, ap- 
paratus, and procedures have been added with the 
years. Each service or department has been added 
with little sense of organization as a whole. Much 
of the present management technics have been 
determined by the trial and error method. 


An Analysis of the Extent of Employees Training 


For the purpose of this discussion, figures were 
tabulated to determine in my own institution how 
many lay persons had specific experience in hos- 
pitals to equip them for their particular jobs. The 
same results may apply in any institution. 


Per Per 
cent hav- cent hav- 
ing previ- ing previ- Percent 
ous experi- ous experi- having no 
encein encenot previous 
Total hospitals hospital experience 








Department Per (same (same in (same 

Classification cent work) work) work) 
Administrative ... 100.0 30.0 60.0 10.0 
Nursing (Non- 

professional) ... 100.0 17.0 28.0 54.9 
DIC «osc cescnse 100.0 650.0 36.3 13.7 
Housekeeping ..... 100.0 33.3 33.3 33.3 
TIRGDOPY 60.0 0.0 00s 100.0 21.5 57.0 21.5 
Engineering ...... 100.0 0.0 100.0 0.0 

ee 100.00 25.32 52.45 22.23 





This shows that only 25.32 per cent of lay er'- 
ployees had actual experience in hospitals; 52.45 
per cent had previous experience but not in hos- 
pitals, and 22.23 per cent had no experience at all. 
This latter was particularly true of classifications 
of maids, messengers, nurse helpers and ambu- 
lance drivers as few of these persons had actual 
hospital experience. 


On the basis of these figures alone, it would 
seem apparent that some formal training is neces- 
sary to integrate the new employee with the hospi- 
tal scheme. It is, therefore, not surprising how 
little, if any, the employee staff knows of the 
hospital organization, its trusteeship or its place 
in the community. This is especially true of the 
voluntary hospital. Few employees have any 
knowledge of hospital performance other than the 
immediate task assigned to them. The method and 
manner in which the patient is admitted, the visi- 
tor received, the telephone answered, the room 
cleaned, the linen processed, the supplies issued, 
the meals served, are vital services and should not 
be left wholly to the discretion of the individual 
worker. 


What is the criterion to evaluate effective serv- 
ice? How is it measured? Until better tools are 
provided, lay service is measured in terms of em- 
ployee proficiency and attitudes. Presumably, the 
employee receiving some praise and little criti- 
cism is proficient. Better definitions of job func- 
tions and operations are necessary before training 
can become wholly effective. 


The large hospital has an advantage in that bet- 
ter refinements of management can be exercised 
and controlled. The organization is more flexible 
to accommodate new services and functions. 


When Training Should Commence 


Training should commence immediately upon 
employment. Employees should be given the op- 
portunity to become acquainted with the history 
of hospitals in general and their own in particular 
if they are expected to become interested in its 
affairs. At the Paterson General Hospital, an op- 
portunity is provided for the superintendent to 
meet, formally, all new employees. This short 
meeting is scheduled once a month. It is the offi- 
cia. introduction of the worker to the institution. 
Later meetings are held periodically in which an 
attempt is made to give all employees an oppor- 
tunity to learn the general scheme of the institu- 
tion. Motion pictures, class demonstrations, group 
lectures should be arranged if possible. 


Create an attitude whereby the employee will 
use the “we” and “our” when referring to the hos- 
pital and its authorities. Because of the diversity 
of functional activities and the various educa- 
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‘onal demands for specialized services, hospitals 
cannot have uniform training programs for all 
employees as is maintained in business institu- 
tions. Yet all hospitals can formulate standardized 
policies and a general hospital etiquette. 


It is suggested that each administrator make 
test checks to ascertain the number of occasions 
each employee has to approach the public. Such 
tests could include the front desk, the telephone, 
the admission office, the elevator, et cetera. Train- 
ing may be specially warranted if each administra- 
tor were aware of actual conversations on the part 
of his or her staff responsible to meet the public. 


There is much justification for the commercial 
practice of checking employees for conversations 
with Mr. or Mrs. Public. Each interview creates 
a favorable or unfavorable reaction. However, 
this is a responsibility of the administrator—not 
the employee. It seems logical, for example, to 
accept the telephone operators who have passed a 
battery of tests to measure voice culture, memory 
and manual dexterity as a result of training pro- 
grams. It would seem in keeping for hostesses, re- 
ceptionists, admission clerks, to be encouraged to 
study the sociology of hospitals and human rela- 
tions to determine for themselves the value of 
their positions. Have cashiers, by and large, been 
instructed how to handle controversial problems? 
A manual listing the source of misunderstandings 
should be prepared in question and answer form 
for each department meeting the public. From 
these manuals, formal tests could be devised to 
rate employees concerning their specific abilities. 


The Necessity for Employee Training 


Why is this training necessary? For the reason 
it is assumed there is a best way to meet every 
situation and a desired performance for every pro- 
cedure. One method is preferred to one thousand 
ways in which any employee may react to a given 
set of circumstances. 


The administrator sets the pace of his hos- 
pital performance. Training programs are ar- 
ranged accordingly. In large institutions, the re- 
sponsibility of training is assumed by the person- 
nel officer. In other institutions, it is the immediate 
responsibility of the department head. Training 
focuses responsibility. This is possible after each 
job has been analyzed and the best practices dis- 
covered and classified. The object of every job is 
to make it worth something; the real object is to 
make the next job worth more. Inject the per- 
sonal equation into the job. 


Each department head must analyze his posi- 
tion from its scientific, economic, and social values. 
The major function of the department head is 
leadership. Employees cannot be well integrated 
if their immediate superior is a misfit. Theory 
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must be translated into practice with a high degree 
of tact, judgment, initiative, and understanding. 


Following the practice of the recent institutes 
in hospital management, it may be well to organ- 
ize similar short courses for department heads. It 
seems logical for the national associations or re- 
gional councils, or both, to take the leadership in 
establishing such formal training programs. It is, 
in the last analysis, the department head who 
must bridge employer and employee relations. 


A knowledge of technics does not imply any de- 
gree of teaching ability. Checks should be made on 
persons charged with the teaching responsibility. 
Formerly it was assumed that a post of responsi- 
bility meant complete efficiency. Tools must be 
forthcoming to evaluate job performance. Errors 
are costly; new employees are expensive. Formal 
training programs limit poor material at the start. 
It is the initial training which fosters future 
worth, yet employees must grow “for the job” an? 
“on the job.” 


Following precedent of the professional worker, 
it seems possible that all lay positions of responsi- 
bility could be rated and certificates awarded for 
proficient service. It is reasonable to assume that 
persons specializing in hospital work need have 
specific prerequisites for each job. Similar rating 
scales could be established as now used in city 
school systems and Civil Service Boards. These 
would serve as a basis to classify hospital posi- 
tions, determine course content and define ad- 
vancement. For the higher brackets of positions, 
better pay, additional advantages, longer vacations 
would compensate for extra study. For the lower 
brackets of porters, waitresses, maids, etcetera, 
special employee rating systems may be used to 
advantage. Tabulating individual commissions and 
omissions is recommended to evaluate employees 
for advancement. 

Cooperating with Other Training Agencies 

Hospitals could well cooperate with academic, 
vocational, and private agencies to organize train- 
ing opportunities for potential institutional per- 
sonnel. A system of formal integration in hospi- 
tals could be arranged during the summer vaca- 
tion period on a volunteer basis. 


In conclusion hospitals have a definite responsi- 
bility to the public. Employees are a part of that 
public. A successful hospital meets the demands 
made upon it. Society, and by that is meant the 
patient, the visitor, the trustee, the physician, and 
the auxiliary worker, evaluates effective service in 
terms of the performance and attitude of each 
employee. Training will go a long way to achieve 
this objective. 


It is a means to that end. 








Purchasing Procedure in Hospitals 


JOHN HORNAL 


HERE are seven steps in purchasing proce- 
dure— 


The purchase requisition 

Deciding whether or not to buy 

Deciding what to buy 
(a) with regard to quality 
(b) with regard to quantity 

Deciding where to buy, or negotiating a 
source of supply 

Placing the order 

Receiving, inspecting and storing the goods 
and checking the invoice 

Completing the record 


In a hospital the initiative for purchasing, or 
the purchase requisition, may come from one of 
three sources: the using department; the hospital 
store-room (often under the control of the pur- 
chasing department) ; the purchasing department. 


Requisitions for Purchases 


Almost all requisitions come from either of the 
first two sources, but frequently in a wide-awake 
purchasing department the initiative may come 
from the department itself, for example: 


When the purchasing officer feels it is wise 
to anticipate a rise in the market on staple 
commodities, or when the purchasing officer 
finds that, by forward buying, he can do bet- 
ter for his hospital. In Toronto it has been the 
experience of many of the hospitals that much 
money can be saved by placing orders for 
direct delivery from manufacturers rather 
than with wholesalers for delivery from 
stock. These orders are often placed through 
the wholesaler who charges a _ percentage 
equivalent to brokerage, but which does not 
include the overhead and profit which he must 
charge when goods are taken into stock. 
Two things tend to delay deliveries on this 
type of order: first, the manufacturer is often 
more distant than the wholesaler; second, in 
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many cases the manufacturer makes even 
staple lines only against orders, and orders 
must take their turn. If he has several or- 
ders not yet filled the shipment may be de- 
layed from one to three months. 


For these reasons orders for goods purchased 
in this manner must be placed well in advance. 
To be sure that this is done the purchasing de- 
partment will find it necessary to keep a close 
check on the stock and to initiate the buying at 
the proper time. 


Deciding Whether or Not to Buy 


Usually, after receiving the purchase requisi- 
tion, the first step is to decide whether or not to 
buy. Occasionally, when the requisition is for 
something unfamiliar, this decision must be post- 
poned until a source of supply has been found and 
the value and qualities of the articles or materials 
concerned has been determined. Before proceed- 
ing with the purchase, the requisition should be 


considered from the following angles: 


Is the requisition signed by the responsible 
head of the department concerned, or, if from 
stores, by the head storekeeper? 


Is the proposed purchase within the hos- 
pital’s ability to pay without prejudice to 
other necessary purchases? If there is a 
budget, is it within the budget? 


Is the proposed purchase a routine one, or 
does it, because of the amount of money in- 
volved, or because of the character of the 
goods requested, require the authorization of 
the superintendent as well as that of the de- 
partment head? 


Is the material requested carried in stock 
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in stores or in some other department, from 
either of which it may be drawn without a 
special purchase? 


Can the purchasing department, from its 
knowledge of markets and new materials, 
offer any suggestions to the using depart- 
ment which would lead to the substitution of 
a better or more economical material for that 
requested ? 


If the requisition is from the head store- 
keeper, has the material requested become in 
any way obsolete since the last order, or is 
there any better material now on the market? 


If a decision has been made to buy, the next 
problem for consideration is what quality and 
quantity should be bought. 


The Guide to Quality 


The best guide to quality is the findings of a 
hospital standardization committee such as that 
outlined in the paper read by James F. Best, pur- 
chasing agent of the New York Hospital, at the 
1937 meeting of the Purchasing Agents’ section 
of the American Hospital Association convention. 
If, however, no standard has already been set, 
the purchasing department should check with the 
using department to determine exactly the quali- 
fications necessary. Frequently this must be done, 
although the specifications on the requisition of 
the using department are quite explicit. I do not 
suppose there is a hospital buyer who has not 
often checked a requisition to find that the using 
department has asked for some well known brand 
or quality for their work because they were un- 
familiar with the specifications of cheaper mate- 
rials which were quite satisfactory for the pur- 
pose. This is no reflection on the using depart- 
ment—their business is not the study of markets, 
that is the buyer’s business, and he should miss no 
opportunity to learn as much as he can so that he 
may advise his colleagues correctly. 


Even though a hospital standard exists, the 
purchasing agent should always ask himself be- 
fore proceeding with the purchase—“Has there 
come to my knowledge since the last purchase any 
information which leads me to believe that, in the 
interests of the hospital, this standard should be 
modified.” If the answer is “Yes,” he will do his 
best to have the standard changed before he pro- 
ceeds with the purchase. 


In determining the quantity to be ordered the 
following factors have to be considered: 


1 The rate of use 
2 The problem of storage 
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3 The availability of the material 


4 The market position or the probability of 
lower or higher prices 


5 The relation of unit cost to quantity pur- 
chased 


6 The probability of deterioration and obso- 
lescence 


7 The funds available for purchase 


The requisition, as it comes to the purchasing 
agent, will probably be for a definite quantity, yet 
nevertheless he should think about it from all 
these angles before ordering in the quantity 
stated. 


Recently, I received a requisition from our phar- 
macy for 1,000 potassium iodide tablets, grains 5. 
On checking my purchase record card I found that 
we had at one time used 5,000 of these tablets 
every two or three months, but that the last ship- 
ment of 5,000 had lasted nearly a year, due to a 
decrease in the quantity of this drug prescribed. 
From the rate of use it looked as if the pharma- 
cist was right in ordering the smaller quantity. 
As the tablets were small, relatively stable, and 
easily obtainable, they offered no problem from 
points 2, 3, or 6. I noticed on the card that the 
former price had been $1.75 per 1,000 for the 
5,000 lot, or a total of $8.75. I then turned to my 
pharmaceutical catalogues and found that in or- 
dering 1,000 tablets only I would have to pay the 
regular listed price, less trade discounts, which 
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would net in the neighborhood of $8.00 for 1,000 
tablets. Moreover, an European war had just 
started and the price of the raw material was 
likely to advance, so I decided to get quotations 
again on a special order of 5,000 because I felt I 
could probably buy that quantity for very nearly 
the regular price of 1,000. The total amount of 
the purchase was not such to bring in the ques- 
tion of funds available. 


The Period for Which to Buy 


There is seldom any point in buying less than 
one month’s supply unless the product is perish- 
able, too bulky for storage in the room available, 
or there exists in the purchaser’s mind a proba- 
bility of a price decline in that period. Buying at 
least a month’s supply at a time eliminates the 
issuing of several orders, the checking of several 
shipments and invoices, and does not add to the 
financial burden. 


Where io Buy 


Quality and quantity settled, where to buy is 
the next question. In the case of certain trade 
marked and patented articles which are sold di- 
rectly by the manufacturer, there is little choice. 
There is only one source of supply, unless it is 
wished to pay someone else for performing a 
service which is of no value to the hospital. In 
the case of trade marked and patented articles 
which are distributed through dealers who are re- 
quired to maintain a set price, the choice of dealer 
will be influenced by service offered, terms offered, 
spirit of fair play, and reciprocity. 


Service includes not only speed of delivery, but 
also correct filling of orders, correct invoicing, 
proper shipping, courteous salesmen, courteous de- 
livery agents. Service might be called the lubri- 
cant of business. Service makes it easy to do 
business with the one who offers it. 


If two dealers offer the same goods at the same 
prices, but one wishes his money on the spot in 
thirty days and the other says, “We would like it 
in thirty days, but if necessary you can have a 
little longer time,” hospitals are apt to favor the 
dealer with more lenient terms. 


If everything else is equal it may be decided to 
allot the business at various intervals between the 
various dealers in fairly even proportions. 


I believe reciprocity, as a reason for placing 
orders with certain people, exists in the majority 
of hospitals. If one supplier, or the monetary in- 
terest behind that supplier, has contributed heav- 
ily to hospital funds, and the other suppliers have 
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not, it is natural that, all other things being equal, 
the good will shown by the contributor should be 
reciprocated in purchasing. 


Selecting the Vendor 


I believe that only when all other things are 
equal or approximately equal, can reciprocity be 
properly used as a reason for selecting a vendor. 
The extra price quoted may be piffing when com- 
pared with the donation, but it should not be paid. 
Suppliers will forgive, and even respect, the use 
of reciprocity when quotations are on an even 
basis, but they soon lose interest in business which 
they cannot obtain even when they offer lower 
prices or a better article. Reciprocity should only 
be an expression of good will and should not be 
considered in any way a payment for favors re- 
ceived. 


In the purchase of articles about which no price 
conventions exist, or if they do they are not rig- 
idly adhered to by all dealers, the following con- 
siderations should govern the choice of suppliers: 
reliability ; service; and price or cost. 


Only those manufacturers or dealers in whom 
the purchaser has absolute faith should be se- 
lected, as in many cases the lives of patients may 
depend upon their integrity. 


It must be borne in mind that the purchase is 
of little value if it cannot be obtained or used 
when it is needed. In the case of essential equip- 
ment it must be readily put back in service when 
it breaks down. Consequently, any firms who can- 
not or will not give good service should not be 
given the order. Service on competitive items also 
includes market information. Other things being 
equal, a firm which keeps the purchasing agent in- 
formed on market trends, so that his buying will 
be always to the best advantage, should have the 
preference. 


Methods Used in Obtaining Price Quotations 


Having selected a list of the available firms sat- 
isfactory on the first two points, the purchase can 
now be negotiated. If time permits, a very satis- 
factory way of obtaining prices is to send out for- 
mal quotation sheets to all the firms on one’s list. 
The sheet used at our hospital is shown on the 
lantern slide. On this sheet the specifications of 
the article or articles to be purchased should be 
shown as clearly as possible, so that there may be 
no confusion in the minds of vendors as to what 
is required. The advantages of this formal quo- 
tation sheet are that each vendor has the request 
presented to him in exactly the same language as 
all the other vendors, and no vendor is given an 
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inkling as to whether his bid is high or low until 
all the bids are received. In verbal quotations it 
is sometimes very difficult for the purchasing 
agent not to give a vendor some idea of where he 
stands. 


After all the bids are in, they will be tabulated 
and the lowest bidder should get the business if 
he can provide good service and a satisfactory 
product. It is absolutely essential that no bidder 
be allowed to revise his price downwards after he 
knows that he is not the lowest bidder. You may 
pay more for the goods this time, but over a pe- 
riod of time bidders will come to know that they 
must quote their best price first and will do so. 
Otherwise they will quote a higher price at first 
in the hope that no one will quote lower, knowing 
that if they are high they will likely have a sec- 
ond chance. Of course it may be permissible to 
allow revisions of prices either upwards or down- 
wards by a bidder if he comes and says he has 
made a mistake before he knows his position in 
respect to the other bids. 


In many cases time does not allow one to obtain 
prices by means of formal bids. Then prices may 
be obtained by telephone or personal contact with 
the salesmen of the various suppliers. In either 
case one must strive to maintain the negotiations 
on a strictly ethical basis. 


Placing the Order 


Having concluded our negotiations and decided 
upon a source of supply the order can now be 
placed. I think it will be admitted by all as ele- 
mentary that there should be a written memoran- 
dum of the order and that the vendor should have 
one copy and the purchaser another. This is es- 
sential to prevent misunderstanding, and to settle 
disputes if any should arise. 


The order should show the name of the vendor 
and the purchaser. It should also show clearly— 


The date 

The quantity of goods ordered 

The nature of the goods ordered 

The price or cost of the goods ordered, if 
possible 

The time and place of deliveries 

The terms 


Almost all business organizations consider it 
good business to place all their purchase orders 
on their own forms subject to such conditions as 
are printed or written on them. This eliminates 
the chance of the purchaser being caught by sign- 
ing the order form of a vendor which has on it 
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Quotation Sheet 


‘You are hereby invited to quote below the lowest net prices, including all delivery 
charges, for which you are prepared to furnish the merchandise or services described 
below. An immediate reply will be appreciated. 

Bids must be made on this sheet and will be received at the office until— 


Where a bid is asked for a certain article which may be substituted by another 
“equal thereto” and the bidder intends to furnish an article which be considers equal 
to the one named, he must specify in his bid the name and grade of said article and 
submit s sample, with the bid. 

Please state whether sales tax is included in your quotation or otherwise. 

If excise tax is applicable to goods quoted on, please state if this is included in 
your quotation. 

Where containers are charged, state whether refund will be made on return. 
‘This form is an invitation to bid. It is not an order. 
Very truly yours, 
TORONTO WESTERN HOSPITAL 


Per. ————-Purchasing Agent, 























above bids are submitted by 
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many finely printed conditions which the pur- 
chaser does not take time to read carefully. The 
majority of firms have these orders numbered se- 
rially, so that by reference to an order number 
they may identify any order to which they or 
the vendor may wish to refer. The number of 
copies required beyond two varies in different or- 
ganizations according to the system. There are 
two order forms in use at our hospital. 


The larger one is used for all purchases except 
food. It consists of four copies— 


No. 1 white—goes to the vendor 

No. 2 white and flimsy—goes to the receiv- 
ing room 

No. 3 yellow—is kept in the purchasing office 

No. 4 pink—is sent to the stores or the using 
department for whom the goods are or- 
dered 


On this form there is a space for both price and 
extension of total value. The extension of total 
value we use in keeping check on the total orders 
issued in any one period as against the budget for 
that period. The final column is not filled in on 
the vendor’s copy but is used on the other three 
copies to mark the distribution among the various 
expense accounts. 


The flimsy second copy is made by the use of 
double faced carbon paper and is only used to 
send to the receiving room, so that the receiver 
may know what goods to expect and from whom 
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and for what department they are purchased. The 
third copy is used as a control copy in the pur- 
chasing office. Against this all deliveries are 
checked and on it a record kept of all invoices 
passed. It is filed alphabetically until every in- 
voice against it is passed, when it is taken off the 
active file and filed numerically. The fourth copy 
is sent to the requisitioning department. 


By leaving a strip off the second sheet of 
carbon paper the quantities ordered are not 
shown on this copy. The quantities received are 
filled in and signed for on this sheet by the head 
of the department and it is then returned to the 
purchasing department. This copy is here checked 
with the invoice for the receipt of the goods shown 
on the invoice. If the order is not complete a back 
order similar in form is made out and sent to the 
requisitioning department, indicating that more 
goods are to follow but still not indicating any 
quantities. 


The smaller order is used for food. It has only 
three copies, as there is no need to advise the re- 
ceiver where food should go. He knows that all 
incoming food goes to the food stores. There is 
no provision for the extension of prices on the 
order, as for food we keep track of our perform- 
ance in relation to the budget in a different man- 
ner. As all food comes in within at least three 
or four days after it is ordered, and most of it 
on the same day, and as nearly all shipments are 
accompanied by invoices, we can keep a fairly ac- 
curate check on ourselves by totalling the daily 
invoices. 


Therefore it is not necessary to use the more 
expensive and complicated order form for food 
purchases. 


Checking the Invoices 


I have already indicated how our invoices are 
checked for receipt of goods. They are also 
checked in the purchasing department for exten- 
sions and prices, and then sent on to the account- 


ing department with the pink copy of the order 
attached. 


As far as possible we have all goods delivered to 
a central receiving room in charge of a receiving 
clerk who is on duty from 8 a. m. to6 p.m. He 
keeps a record in a day book of all goods he takes 
in, and delivers them when possible to the requi- 
sitioning department. If it is not convenient for 
him to leave the receiving room he notifies the 
requisitioning department by telephone that their 
goods have arrived, and that department collects 
them. We do not encourage him to deliver goods 
to departments where it will necessitate him being 
away from the receiving room for more than a 
minute or two. We wish to give good service to 
the delivery men, as this is an excellent way of ob- 
taining their cooperation in getting goods on time. 


Inspection 


The function of inspection is an important one. 
It is only by the proper use of this function that 
the arrival of goods in poor condition or of a qual- 
ity other than ordered, can be detected. To this 
end it is important that the receiver and store- 
keeper be trained to know as far as possible the 
purpose of all goods passing through their hands 
and the necessary specifications for such goods. 


The Purchase Record. 


To complete the story of a purchase a record 
should be made for guidance in further purchases. 
From a properly kept purchase record can be de- 
termined the rate of use, prices paid to various 
suppliers at different times, the amount used 
against contract, and the probable length of time 
required for delivery. The purchase record should 
show the names of suppliers, the date of the order, 
the order number, the date of the receipt of goods, 
the quantity received, and the price. A conven- 
ient form of record is the index card. If expense 
permits, some form of visible index is preferable 
for quick reference and posting, but if expense 
does not permit, one can do quite well with an 
ordinary card file. 
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pital Association we find that seventy-five per 

cent of the hospitals of the United States are 
of less than one hundred bed capacity. There- 
fore when the term “small hospital” is used we 
refer to hospitals of one hundred beds or less. 
The small hospital stands as a self sacrificing 
beacon light having little to do with creed, serv- 
ing rich and poor alike in time of need, knowing 
no boundaries of nationality as it pours its per- 
sonality into the life of the community. It main- 
tains a peculiar relationship to those about it in 
its daily activities. Its successes attract very lit- 
tle attention but its failures are common gossip. 


[: a recent survey made by the American Hos- 


The Small Hospital and Its Public Relations 


A public educational or as it is sometimes called 
a public relations program in the community hos- 
pital is one of our most important aspects of 
hospital administration at the present time. The 
hospital has a real place in the community and in 
almost all cases it leads all other activities in im- 
portance. Too much stress cannot be placed upon 
the necessity of a well planned, well balanced pro- 
gram of hospital publicity whether undertaken 
by the institution itself or a community group. 


To develop popular interest in our hospital we 
can do many things of real value which will bene- 
fit our entire community. Our communities need 
to understand better the fine work that we are 
doing. Wecan and must get this message across. 


The patient, of course, is one of our best adver- 
tising mediums, to the same degree that a satis- 
fied customer is to a store. In this connection we 
need to consider the personal contacts and the 
little thoughtful things that make for comfort of 
body and mind. We should review carefully all 
details of contact from the time the doctor makes 
the reservation until the patient goes home, and 
even then we have a follow-up responsibility. 





Presented at the Hospital Standardization Conference of the 
——-_ ee of the College of Surgeons, Philadelphia, Octo- 
er 17, 1939. 





December, 1939 


_ The Importance of the Small Hospital 
in Our Communities 


CHARLES A. LINDQUIST, F.A.C.H.A. 


The Author 
@ Charles A. Lindquist is the Administrator 
of Sherman Hospital, Elgin, Illinois. 





The Hospital Personnel 


The personnel of the hospital represents to the 
community the spirit and atmosphere that pre- 
vail within the institution. The wrong point of 
view of one employee might at the least expected 
moment give an impression to the public that will 
take much time and effort to overcome. It is nec- 
essary, therefore, to give real thought to the per- 
sonnel problem. Much has been written relative 
to selecting and training personnel for efficient 
work; and more recently there has been real effort 
expended in developing the personal interest of 
each employee in his particular position. Good 
living conditions, a fair schedule of vacations, 
sick leaves, etc., will do much to build a perma- 
nency of personnel and the type of spirit that is 
necessary regardless of the fact that salaries 
might not be comparable to some other line of 
activity. A definitely accepted program in the 
hospital relative to the health of employees not 
only adds much in keeping the personnel happy 
and contented, but it is important as an example 
for industry and business in the community. 


Personal Contact 


To keep the community informed as to the vari- 
ous activities and interests of our institutions, the 
personal contact, preferably through the admin- 
istrator by means of talks to service clubs, 
women’s clubs, high school students and the like 
is very effective, because through these groups 
the administrator has an opportunity to combat 
the ever constant criticism of the high cost of 
hospital care. In this connection, permit me to 
quote from an editorial on “High Hospital 
Charges,” published in the Saturday Evening 
Post, November 30, 1929. 


“The average layman knows hospital costs 
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are much higher than they used to be, but he 
rarely takes into account the fact that he is 
getting much more for his money than all the - 
world’s wealth could have purchased a gen- 
eration or even half a generation ago. 


“Constant recourse to laboratory tests of 
every description makes for speed and cor- 
rectness of diagnosis. New serums and vac- 
cines and other products of the laboratory 
lessen mortality and hasten recovery. The 
improved x-ray, both in diagnosis and in 
treatment, has in itself brought about a 
beneficent revolution in the practice of med- 
icine and surgery. The resources of surgery 
have been amazingly enlarged. Operative 
procedures which not long ago were under- 
taken with misgivings, and only as a last 
resort have become routine and commonplace. 
On the whole, the increase of hospital effi- 
ciency has far outrun the increase of charges. 
In chances of life and eventual cure the pa- 
tient gets more for his dollar than ever be- 
fore, even though it takes more dollars to 
see him through. 


“The poorest free patient today has at his 
disposal a costly laboratory service that the 
richest did not command a few years ago. 
Branches of that service must be kept in op- 
eration twenty-four hours a day. Diagnosis 
and treatment by x-ray involve the unstinted 
use of costly apparatus and materials. Pen- 
niless patients often have the most expensive 
diseases. 


“Some one must pay. The butcher and the 
coal man, nurses and orderlies and the pur- 
veyors of a thousand supplies want their 
money and will not be put off. Trustees and 
well-to-do friends of the hospitals may be 
prepared to meet definite budget deficits out 
of their own pockets, but there is a point be- 
yond which they cannot go; nor is there any 
good reason why they should when nine- 
tenths of their neighbors, including those 
who draw most heavily upon hospital re- 
sources, show little or no interest in the finan- 
cial welfare of their institution.” 


Publicity matter, such as this, or other types, 
educational in character, coming out of the admin- 
istrator’s office, will correct a good many mis- 
understandings in the minds of the public con- 
cerning our hospitals. 


The Public Press 


More far reaching in the long run, no doubt, 
can be the day by day influence of the public 
press. Every hospital should establish and main- 
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tain a friendly and cooperative attitude toward 
the public press. Make your local newspaper your 
friend and you will be well repaid for your ef- 
forts. The hospital’s contact with the press, 
however, should be made directly through the 
administrator of the institution, or some trained 
member of the administrative staff. Such a per- 
son can do much to help the inquiring reporter 
get his facts and write his story. Unassisted, the 
reporter’s version is likely to be deeply tinged 
with the sensational coloring of the lay observer. 
With the proper guidance, however, the news- 
paper men will realize that there are certain 
ethical bounds beyond which the hospital cannot 
go, and the resulting story will be much more 
likely to present news items in their proper light 
and facts about the hospital with the correct em- 
phasis. Our hospitals need the friendly interest of 
the public press; whatever can be done to build up 
mutual confidence and trust is a long step in the 
direction of an effective publicity program. 


The Small Hospital and the Community Health 


In striving to bring its service to the attention 
of the public, the hospital may take advantage 
of its golden opportunity to stress a wholesome 
attitude toward health values. It may well call 
attention to the fact that it has a mission to per- 
form not only for the sick people within the com- 
munity, but for those who are well. 


Every doctor and every hospital today is stress- 
ing the importance of preventive medicine. We 
may well point out the fact that it is old fash- 
ioned to call the doctor only after disease has 
made its presence known by pain and suffering. 
Our most precious possession, health, may best be 
safeguarded by the proverbial ounce of preven- 
tion—which is still worth pounds of cure. 


The statement has been made from authorita- 
tive sources that one-third of all deaths in this 
country each year could be prevented. One out 
of every three lives could be saved. It is pos- 
sible, declares one authority, that each one of 
us could add 15 to 25 years to our lives, be re- 
lieved of unnecessary pain and suffering and make 
our lives healthier, happier and more secure. 


Medical science assures us that disease can be 
prevented if it is discovered in its earliest stages. 
It may be a relatively simple matter to prevent 
disease, but much more difficult to defeat it once 
it has a foothold. Therefore we must discover 
disease before it has had time to work its de- 
struction. It is for all these reasons that med- 
ical science strongly advocates the regular physi- 
cal examination, often called the annual health 
audit. A convenient plan to follow is to have a 
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thorough physical examination every year on 
one’s birthday—so that his physical diary may 
be written as he passes the milestones of life. 


All well-regulated hospitals today are equipped 
to render a far-reaching service to the public in 
giving well-directed publicity to the inventorium 
idea. All modern hospitals have the equipment 
necessary to assure the public a complete, thor- 
ough and adequate health audit. The x-ray and 
fluoroscope stand ready to reveal the early stages 
of many diseases which otherwise might escape 
detection. The family doctor making the health 
audit may have his diagnosis checked in the hos- 
pital where pathologists and other experts in spe- 
cialized fields of medicine are at hand to assist him 
whenever called upon. The hospital’s record de- 
partment is at his service to keep the diary as 
it is written year by year, for purposes of com- 
parison and reference. 


The Small Hospital and Its Medical Staff 


Today in the modern, properly organized hos- 
pital the medical staff functions as an organized 
group, with group interest and responsibility. 
Certainly there is no more striking evidence of a 
hospital’s good management, of its sincere desire 
to employ every available means of caring for its 
patients, than the proper coordination of its med- 
ical staff. 


The most effective means of securing coordina- 
tion in the medical staff is the staff conference, 
which has a threefold purpose: first, it keeps the 
scientific work of the hospital on the highest pos- 
sible plane of efficiency through periodic appraisal 
of the clinical work; second, it provides means 
by which the members of the medical staff can 
continuously improve their scientific knowledge; 
third, it correlates and coordinates data for the 
purpose of promoting clinical research. 


The staff conference is an analysis of the staff’s 
own performances in which each individual mem- 
ber can find his own weaknesses and successes. 
To derive the maximum benefit, it is absolutely 
essential that the discussion be concerned exclu- 
sively with clinical work within the individual 
hospital. Having eminent speakers address the 
medical staff or presenting scientific papers, no 
matter how excellent their quality, is not correct 
procedure. That type of program is presented 
regularly by the county medical society. 


A definite, carefully prepared, and announced 
program is the primary feature of every staff con- 
ference, presupposing an active program commit- 
tee of two to five members. The preparation of 
the program for the staff conference should be 
stated immediately after the previous meeting has 
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been held. So that all may become familiar with 
the agenda, it is wise to post the monthly analysis 
report on the doctors’ notice board in the staff 
room a few days prior to the meeting and to send 
a copy of the program to each member. 


In the smaller hospital it has been found ad- 
vantageous for the administrator to be a member 
of the program committee since he is familiar 
with all cases. Discussion of medico-administra- 
tive matters and professional policies is not the 
concern of the clinical conference. Such matters 
can be dealt with by the regular or active staff, 
either in special meeting or immediately preced- 
ing the clinical review, or more commonly by the 
executive or efficiency committee of the staff. 


The Small Hospital and Medical Records 


Hospital administrators, especially those who 
head institutions approved by the American Col- 
lege of Surgeons are not only record minded but 
record conscious as well. They will do all in their 
power to provide facilities for a well functioning 
record department and will stand back of the 
record librarian and give her full support, coop- 
eration and assistance whenever needed. 


Accurate records must be kept in the modern 
hospital. Too frequently these fine records are 
never used, but are stored away. Records are 
seemingly made for the purpose of making rec- 
ords. There is nothing that we should do for a 
patient that is not worthy of recording and there 
is nothing worthy of recording that is not worthy 
of review. There is nothing worthy of review par- 
ticularly in series, that does not offer lessons in 
new methods to the scientifically minded man and 
may offer to him a better way to care for the 
patients which he will meet tomorrow. 


The Small Hospital and the Clinical Laboratory 


Smaller hospitals unable to afford a full time 
clinical pathologist constitute a problem now fre- 
quently a subject of discussion in the current hos- 
pital literature. Many contend that the majerity 
of the smaller hospitals could afford a recognized 
pathologist by turning all of the earnings of the 
laboratory back to the laboratory for physical im- 
provement and salaries of its personnel. This is 
probably not a very practical suggestion. It is 
true that the addition of a pathologist to a lab- 
oratory staff will be followed by increased work 
coming to the laboratory. There is also little 
doubt that the earnings of such a laboratory will 
comfortably take care of a pathologist, a techni- 
cian, and needed equipment. But the fact remains 
that the majority of hospitals are so accustomed 
to running their laboratories on a partial commer- 
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cial basis that any change which would reduce the 
revenue from the laboratory would be looked upo 
with disfavor. 


There is also a plan now in operation in many 
communities which allows a pathologist to share 
his time among several hospitals. As director of 
two, three, or four laboratories in hospitals rea- 
sonably closely located he is able to divide the 
time according to the requirements of his group. 
In this way these smaller hospitals are able to 
receive the benefit of a pathologist and a super- 
vised laboratory at a cost which is not prohibitive. 


I think it desirable to stress here the impor- 
tance of looking ahead when contemplating the 
needs of a laboratory. Laboratories should be 
built for the future as well as the present, as 
work invariably increases as time goes on. One 
rarely sees a hospital with too much laboratory 
space. 


The X-ray Laboratory 


A well equipped x-ray laboratory is essential in 
every hospital, no matter how small or large, and 
should contain equipment of fairly recent develop- 
ment to keep up with the times. Like operating 
room equipment the x-ray department has be- 
come a representative part of the institution. Fre- 
quently the standard of the hospital is determined 
by its x-ray department. With the services of 
a qualified roentgenologist the x-ray department 
becomes a consulting department and unites the 
hospital and the physician in a common endeavor 
to render a greater and more complete service to 
the patient. The question arises as to the ability 
of small hospitals to obtain the services of the 
qualified roentgenologist. The part time roent- 
genologist adequately supplies the need of the 
small hospital. Special examinations, fluoro- 
scopic examinations and treatment can be ar- 
ranged for at and during regular visits of the 
roentgenologist, say two or three times weekly. 


The Small Hospital as an Educational Center 


Frequently the educational program carried on 
by the hospitals is thought of in terms of nursing 
education. It is likewise a common thought among 
persons who should know better, that without a 
training school for nurses there is no educational 
program. The more up-to-date concept demands 
that whether the hospital operates a training 
school or not, an educational program must pre- 
vail. Even graduate nurses operating as a grad- 
uate unit, if they would grow and progress in our 
modern community, must undertake the work of 
perfection in their own special field. Doctors too 
must secure a great amount of experience and 
training within the walls of a hospital. Even 
after graduation, when they become members of 
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the staff, well known and accepted as leaders in 
the profession, progressive physicians are still 
learning. The place in which this learning can 
be best accomplished is in the hospitals where 
they started their practical education. 


Nearly all of the things that a nurse is required 
to learn in the application of her education must 
be taught in the hospital. Many nursing schools 
are equal to the best universities, in standards and 
scholarship. This fact is being recognized more 
and more by the universities themselves. They 
are joining often with the hospitais in an arrange- 
ment by which the nurses may receive a college 
education on the campus while they are pursuing 
at the same time a course in nursing education. 
Whether the hospital is staffed by graduates or by 
students, the application of the facts taught at the 
bedside of the patient and the manner in which 
these facts are applied, determines the type of 
nurses in the hospital. 


The Small Hospital as a Health and Social Agency 


The modern hospital stands today as a great 
and indispensable health and social agency, but it 
does not, nor can it stand alone. The type and 
variety of its services bring it into close relations 
with all other agencies that serve the welfare of 
humanity. Charitable, social, and health organi- 
zations, both public, private, lay and professional, 
educational institutions, the courts, all of these 
and many more come into daily contact in one 
way or another with its work. Every hospital 
should integrate its activities with that of every 
other and with these various agencies that serve 
the community. 


As each institution should perform its proper 
function in the medical, social, and economic life 
of the city, it is essential that hospital authorities 
should participate in the making of social, health, 
and welfare plans. This can be done only if there 
is a coordinating and planning body with fact- 
finding facilities which will direct the combined 
efforts of all these organizations in the proper 
manner, and which, through continual studies, 
will be able to indicate the type and extent of de- 
velopment needed so that the greatest good for all 
can be achieved. 


“A hospital may be a distinguished institu- 
tion, no matter what its size. If it is great 
in spirit, original in its outlook. creative in 
its service and inspiring in its community 
relationships, it will assume a definite per- 
sonality. Distinctive personal character com- 
pels interest, commands respect and aug- 
ments support. It is the most potent force 
in attracting and holding friends for the hos- 
pital and a true stimulant to progress.” 
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A Christmas Nessage 


from Frep G. Carter, M.D. 


President, American Hospital Association 


North, South, East and West, 
throughout the confines of this great 
North American Continent, there are 
thousands of groups, large and small, 
of ‘you people who dedicate your lives 
to the care of the sick. You live and 
work throughout the year in the 
spirit of Christmas, and that is as it 
should be and as it was intended by 
Him whose natal day we are about 
to observe. To ex- 
tend to ‘you, wher- 
ever you are, in 
commemoration of 
that day, a warm 
Christmas Greet- 
ing is the purpose 
of this message. 


As the years roll 
along we gather 
momentum and 
our place in the 
general scheme of 
things assumes in- 
creasingly greater 
importance. Each 
year finds more and 
more people placing their lives in our 
keeping for varying intervals of time. 
No greater trust could be passed into 
the hands of any group and our prayer 
at Christmas time should be that our 
work may continue to measure up to 
the responsibilities born of such con 
fidence on the part of our fellow men. 


Being human, perhaps we some- 
times think that our lot is a difficult 
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one but fortunately this fancy is fleet- 
ing, for the real joys of living are 
found in doing for others and these 
joys we have in unmeasured abund- 
ance. Where else in the universe do 
people live as many lives as we, thrill- 
ing to the joys of the infant fist dis- 
covering life and following through 
the ups and downs of childhood, 
adulthood and old age, not once but 
thousands of 
times? We learn 
to know the joys 
of abundant health 
and the pangs and 
heartbreaks of 
sickness and death. 
Perhaps we do not 
acquire much of 
this world’s goods, 
but we participate 
in a lion’s share of 
this world’s good. 
Who among us 
finds his days dull 
or regrets his 
choice of the work- 
ing vehicle 
upon which he spends his life? We 
are singularly privileged and we 
should be correspondingly thankful. 


I speak for the officers of the 
American Hospital Association in 
expressing the hope that all of 
you may find great happiness 
both in your work and in your 
personal lives during the coming 
year. 


SARA 
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A Christmas Cyreeting 


from Paut R. ZwiL.inc 
President, American Protestant Hospital Association 


The story is told of an old man 
who one day was found building a 
bridge across a stream of water. His 
clothes were torn and wet, giving 
every indication that he had been in 
the water. A passerby asked: ‘Do 
you want to cross the stream?” The 
old man replied that he did not; that 
he had just come through it. “Then 
why are you build- 
ing a bridge since 
you have crossed 
the stream?” asked 
the other. The old 
man replied: “Be- 

Cause it wads so 

difficult for me to 

get across; another 

might come this 

way who is not so 

strong as I. He 

might lose his life 

in this stream. I 

want to make it 

possible to come 

this way without 

danger.” This is 

the story of the love-service of Him 
whose birthday is about to be ob 
served by Christendom throughout 
the world, re-enacted in the life of 
one of His disciples. It is the story of 
every Christian act of love and serv- 
ice, passed on to us as a blessed heri- 
tage by the Master-Healer, Jesus 
Christ, our Lord and Saviour. 

In the nine years of fellowship with 
hospital workers in the United States 
and Canada, it has been a profound 
pleasure to find a loyal devotion to a 
noble cause in the hearts of all like- 
minded men and women. Through 
periods of storm and stress, the hospi- 
tal administrator and his personnel 


have continued to labor on, battling 
against powerful foes to save the 
world from moral depravity and final 
doom; and through this period of dis- 
tress, the institution, symbolical of 
love and mercy, has stood fast like the 
lighthouse in a raging sea in her serv 
ice of idealism, motivated by the force 
of love; sometimes in the weakness of 
the faltering, and 
again with a power 
that carried her to 
heights of wonder- 
ful success. 

The history of 
the hospital field, 
through this period 
of storm and stress, 
has been one of 
noble achievement. 
Surely in this sea- 
son, when the 
heart of man is in 
clined to be charit- 
able, and when the 
Christian world 
will once more 

gather in spirit at the manger in 
Bethlehem, all hospital workers may 
well join in the song of the heavenly 
hosts, extolling God with the angels: 
“Glory to God in high heaven, and 
peace on earth for men whom He 
favours.” (Luke 2:14. Moffatt’s 
Translation). 

In this spirit the members of 
the American Protestant Hospital 
Association would greet their fel- 
low-workers everywhere. May the 
happy, joyful Chrismastide bring 
abundant blessings to all and may 
the New Year of grace be an 
abiding Christmas filled with 
heavenly joy. 
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Christmas Cyreetings 


from BenyamMin W. Brack, M.D. 


President-Elect, American Hospital Association 


With the approach of the Christ- 
mas Season I take pleasure in extend- 
ing to the many members and friends 
of the American Hospital Association 
the most cordial Christmas greetings. 
This is the one period in the year 
when men are prone to remember the 
fortunate human traits that govern 
their lives. Hatred 
and animosities are 
laid aside to be re- 
placed by good 
will, and at the 
same time allow 
the better things 
to brighten somber 
lives. 

Christmas brings 
courage to the sick 
and the infirm, as 
well as happiness 
to others. Social 
strife, hatred, and 
intolerance disap- 
pear in proportion 
to the understand- 
ing and application of the great com- 
mandment, “Love one another.” 
Charity and service epitomizes the 
principles for which hospitals are en 
gaged; the inspiration by which the 
lives of all who have served so faith- 
fully receive this spirit of Christmas 
in their hearts. With the knowledge 
of our work well and truly done, the 
year just closing appears to be one of 
the most important in our history. 
We continue to build a better system 
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of hospitals for care of sick and the 
relief of suffering. 

Some of our struggles for better- 
ment have been unsuccessful, others 
have succeeded, but today there is 
presented an opportunity to express 
to each other our thankfulness for 
having participated, as we have en- 

joyed our friendly 
dssociation to 
gether. We have 
pride in our pur- 
pose, and the splen- 
did manner in 
which our hospi- 
tals continue to 
perform their mis- 
sions of mercy. 
The New Year 
will permit us to 
look forward with 
patience and co- 
Operation in the 
best ideals of neigh- 
borliness. To all of 
you it is my sin- 
cere wish that you have a very Merry 
Christmas and that the New Year 
bring to you its richest blessings. 


So long as Faith with Freedom reigns, 
And loyal hope survives, 

And gracious Charity remains 

To leaven lowly lives; 

While there is one untrodden tract 
For intellect or will, 

And men are free to think and act, 
Life is worth living still. 
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G. HARVEY AGNEW, M_LD., WALTER E. LIST, M.D., 
Secy., Department of Hospital Service, Superintendent, Jewish Hospital, 


Canadian Medical Association Cincinnati, Ohio. 
Toronto, Ont., Canada. 
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MALCOLM T. MacEACHERN, M_D., 
W. L. BABCOCK, M.D., 
Associate Director, 


Treasurer, Grace Hospital, American College of Surgeons, 
Detroit, Michigan. Chicago, Illinois. 
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ASA S. BACON, CHRISTOPHER G. PARNALL, M.D., 


Superintendent, Presbyterian Hospital, Medical Director, Rochester General Hospital, 
Chicago, Illinois. Rochester, New York. 
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CAROLYN E. DAVIS, JOHN E. RANSOM, 


412 Amesbury Road, Assistant Director, Johns Hopkins Hospital, 
Haverhill, Massachusetts. Baltimore, Maryland. 
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NATHANIEL W. FAXON, M_D., WINFORD H. SMITH, M.D., 


Director, Massachusetts General Hospital Director, Johns Hopkins Hospital, 
Boston, Massachusetts. Baltimore, Maryland. 
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S. R. D. HEWITT, M.B., WILLIAM H. WALSH, M.D., 


Superintendent, St. John General Hospital, Hospital Consultant, 
St. John, N. B., Canada. Chicago, Illinois. 
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Houston, Texas. Cambridge, Massachusetts. 
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Intern Appointments 


During the past year, a committee under the 
auspices of the Association of Medical Colleges 
sponsored a movement to induce about four hun- 
dred hospitals to agree to appoint interns for the 
next year on November the fifteenth. 


There seem to be more valid arguments against 
such early appointment than can be advanced in 
its favor. By the middle of November, senior med- 
ical students have completed barely more than a 
month of their fourth year of study. If such an 
early appointment is necessary or advisable, it 
could almost as well be made at the end of the 
third year. But hospitals in selecting their in- 
terns must be guided in part by what they can 
learn from the medical schools as to the qualifica- 
tions of their applicants. Surely the deans and 
clinical teachers can better appraise those quali- 
fications toward the end of the fourth year than 
at its beginning. 


Then, too, if the student knows that the secur- 
ing of a desired hospital appointment is dependent 
on the quality of the work he does during the 
fourth year quite as much as that of the other 
three, he has the added stimulus to make the most 
of his opportunities during that year. With his 
appointment secure, early in his fourth year, that 
stimulus no longer exists. 


The effort to induce the larger hospitals to agree 
upon a common date on which all intern appoint- 
ments shall be announced should be continued, but 
the advantages of a date as late as April or May 


should be given the most careful consideration. 
W. H. S. 


Retirement from Active Duty of a 
Hospital Administrator 


The executive officer of any large business or in- 
stitution should retire at an age when he is still 
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young enough to be receptive to new ideas and to 
carry the heavy burden of such a position without 
worry and without too great physical or mental 
strain. The position of director of one of our hos- 
pitals, either the large or medium sized ones, re- 
quires the service of a trained man with executive 
ability, tact, and judgment of a high order. The 
hospital problems are so intricate and they change 
so rapidly that a very alert and adaptable intel- 
ligence is necessary in such a position. 


It is true that old age is for counsel, youth for 
action. The hospital director should be neither too 
young nor too old. Not so young that experience 
and calm judgment are lacking, nor so old as to 
be inflexible and slow of action. At the age of 64 
or 65 years, a man of good health should be at the 
height of his powers. It is then that he should 
retire and not allow himself to be cajoled into a 
longer service by the plea that he is as good as 
he ever was and the hospital cannot afford to lose 
his services. We have all seen instances in the case 
of heads of professional departments, as well as 
of more strictly executive positions, where men 
have thus stayed on. They have not themselves 
appreciated that they have outgrown their useful- 
ness and trustees and others have either not under- 
stood the situation or have hesitated to ask the 
resignation. of a man who may be famous for 
his earlier achievements. The result has often 
been that the progress of the hospital or depart- 
ment has stopped or perhaps there has even been 
retrogression. 


The hospital should adopt a definite retirement 
age of about 64 years and not allow itself to make 
exceptions to such a rule, no matter what the 
temptation in the individual instance. If we ac- 
cept this thesis as truth, there follows a corol- 
lary. Hospitals should adopt a pension system 
for their executive officers. 


In 1903, the trustees of a large metropolitan 
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teaching hospital adopted the following rule: No 
person shall be eligible as director or as assistant 
director after attaining the age of 64 years. Upon 
the retirement of the director and of the first and 
second assistant directors, after attaining the age 
of 64 years and after a service of not less than 14 
years, they shall receive thereafter as long as the 
trustees vote yearly so to pay, a retired salary 
equal to 60 per cent of the salary they were re- 
ceiving at the time of their retirement. This seems 
a fair and proper arrangement. Under its pro- 
visions several officers have retired in the 36 
years it has been in effect. 


It is much better business for the hospital to 
pension a man than to carry him into his dotage 
on active duty in the effort to save the money re- 
quired for pensions. Salaries are not large enough 
to permit a man to save a competence for his old 
age. If a doctor, he is not, after a lifetime of ex- 
ecutive work, fitted to practice medicine and so 
make a living. The pensioning of these officers is 
right and just and in conformity with the best 
thought of the times. The hospital director is en- 
titled to know beforehand that he will be pen- 
sioned in his old age and not be obliged to depend 
upon vague assurances that he will be cared for 
when an indefinite retirement age is reached. The 
wrong caused by uncertainty as to provision for 
old age has lowered the efficiency of many an 
officer. 


Suppose then a man retires at the age of 64 
years in the full possession of his faculties, what 
is he to do with his time that he may not deterio- 
rate from the abrupt cessation of his active work? 
One man has a hobby, another writes, and puts 
his experiences on record for the benefit of others. 
Several retired hospital directors have taken over 
the management of small hospitals where ‘the 
strain is much less severe but where their experi- 
ence is of real value in guiding organization and 
development. This is an excellent procedure. Such 
men come to the smaller institutions with a 
prestige which carries authority in their recom- 
mendations to trustees and staff. They have the 
satisfaction. of service rendered and of accomplish- 
ment and they eke out their pensions in a proper 
and useful way. They should see to it that they 
bring up their successors and have them in readi- 
ness to take over after a few years of this service 
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of development and organization. While such 
young men are still assistants they may relieve 
their elders of most of the detail of administration. 


F. A. W. 





The Right of Hospitals to Admit 
Physicians and Choose Staff 


Recent court decisions supporting hospital 
boards of trustees in maintaining standards of 
hospital practice have been of unusual interest 
and importance. The majority of the voluntary 
hospitals in the country may be classified as 
“open” rather than “closed” institutions. In sup- 
port of the theory that the patient should have a 
choice of physician, the tendency has been to offer 
hospital privileges to all reputable physicians who 
maintain a hospital standard of practice. The 
asseveration that in almost all communities hos- 
pital standards of practice are higher, or in. ad- 
vance of private agencies, generally without re- 
flection on the private practitioner, cannot be 
gainsaid. The properly functioning hospital, nat- 
urally, has greater and broader facilities, with 
diagnostic and therapeutic aids, not available to 
the physician in private practice. Many voluntary 
hospitals have adopted by-laws or rules and regu- 
lations governing eligibility to practice in the 
hospital. 


Trustee control of policies and executive ap- 
proval of hospital standards is a requisite as a 
preventive of discriminatory staff restrictions. 
While standards of practice should originate with 
the medical or professional departments, the limi- 
tations, control, and execution must be in the 
hands of the governing board. The late court 
decisions in general have thus interpreted this 
authority. Economic uncertainties of the recent 
decade have augmented efforts of practitioners 
without hospital representation to press their 
claims. The court decisions squarely place the 
responsibility on the board of trustees with the 
assumption that professional qualifications and 
ability to meet the standards of practice in the 
hospital shall govern. 


The decisions in reference to professional ser- 
vice in municipal hospitals are clear. Recent de- 
cisions restate the authority of the municipality 
to determine “the details of management and 
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regulations as to the use of its hospital... where 
the policy fixed is not limited by the Constitution 
or any statute.” (11th Fla. Judicial Support 
Chancery No. 56972. D. D. Richardson vs. City 
of Miami.) 


The above decision. referred to the effort of an 
osteopath to practice in the county hospital. An- 


other older decision: “A physician has no consti- 
tutional or statutory right to practice his profes- 
sion in a county hospital.” (282 Pac. 1068.) 


The Supreme Court of South Carolina in dis- 
missing the appeal and affirming the judgment of 
a lower Court said: “When, then, the argument 
assumes, that because the charity is public, the 
corporation is public, it manifestly confounds the 
public, with the strictly legal, sense of the terms.” 
(Strauss vs. Marlboro Co. General Hospital, 185 
S. C. 425, 194 S. E. 65.) 


On Oct. 20, 1937, Circuit Judge Gadola of Flint, 
Michigan, upheld the right of the Board of Trus- 
tees of the Hurley Hospital of that city to refuse 
osteopathic physicians and surgeons the privilege 
of hospital practice. 


In another decision in Texas, the Court upheld 
the right of the hospital to choose its staff; 
further, that hospitals are free to adopt such rea- 
sonable rules as to technique, medical practice, 
and administration as will ensure efficient opera- 
tion, and that voluntary associations have the 
power to enact laws governing the admission of 
members and to prescribe the necessary qualifica- 
tions for membership. (Harris vs. Thomas, 217 
S. W. 1068.) 


Failure of the hospital to adopt uniform stand- 
ards of practice or qualifications and arbitrarily 
making decisions of exclusion have not been up- 
held by the courts. (Houghton vs. City of Flint, 
Mich., July, 1929.) This decision was made by 
Circuit Judge Gillespie in favor of the plaintiff 
owing to the fact that the hospital had not deter- 
mined upon any official standard of professional 
practice, eligibility, or qualifications. 


The courts have ruled that any superintendent 
or management, permitting practice in hospital of 
an unqualified physician or layman, was respon- 
sible for his act and was “aiding and abetting him 
in the performance thereof.” (Hendrickson vs. 
Hodkin, 276 N. Y. 252, 11 N. E. (2) 899.) This 
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decision of the Court of Appeals of the State of 
New York is worth reading by hospital authorities 
in its entirety as it covers a considerable field of 


hospital responsibility. 
W.L. B. 





Hospital Progress Depends on 
Unified Effort 


Unifying forces were strongly at work in the 
hospital field in 1939, the course of events having 
been such as to indicate very clearly that coopera- 
tion was necessary to solve the many problems 
that confront hospitals. Hope for the future may 
be largely grounded on the signs we can see of 
effective group action, because study of the past 
shows that hospitals have advanced farthest along 
those roads which they have built by coordinated 
effort. 


Contrast, for instance, progress in mechanical 
equipment and technical procedures, which hos- 
pitals have worked together to improve, with the 
situation in the building of public good will, which 
has proceeded spasmodically and without very 
much joint effort. Of late, however, since study of 
the reasons for decline in philanthropic support of 
hospitals has shown that ignorance of the need 
was in large part responsible, a demand has arisen 
for concerted action in public education. Among 


the sessions which have drawn large attendance 


at hospital meetings during the past year or so 
have been those devoted to discussion of relations 
with the public. Travel along this comparatively 
neglected road is therefore being speeded as the 
problems are unitedly attacked. 


The year’s advance toward unity has been ac- 
complished partly through joining forces to com- 
bat adverse factors. The leading impulses came 
from a major disappointment, threatened social 
readjustment, and the war in Europe. 


The cancellation, due to the war, of the Inter- 
national Hospital Congress, seemed a blow to the 
cause of hospital unity. It was a blow to the world 
unity ideal, but not a fatal one, for with the com- 
ing of peace the ideal can quickly be re-established 
and enthusiasm rekindled with the sparks of yes- 
terday’s fires. The event really acted as a spur to 
plans for the welding together ef hospitals in the 
Americas. Thus a temporary defeat was promptly 


75 





(Ne ee ei Ee TEBE 


Se ee ee 


| 
f 
i 
: 










converted into prospects of a more close and prac- 
tical unification on a reduced scale. Logically, it 
can be seen now, this affiliation of Pan-America 
should in any case have preceded the ambitious 
world unity movement. Yet the latter has 
smoothed the way toward accomplishment of the 
former. 


The hospital year was disturbed by mild threats 
of socialized medicine, including, naturally, hospi- 
tal service. The effect of the disturbance has been 
to make hospitals less complacent—has encour- 
aged them to study the broad social aspects of 
their combined services. A single hospital, no mat- 
ter how close it may approach to perfection in the 
light of present standards, has little influence in 
keeping people’s glances from roving toward the 
institutions that are not adequately serving their 
communities. Helping the struggling hospitals to 
climb the slope is as needful as gaining the heights 
for our own hospital. When hospitals integrate 
their efforts, the pattern of trustworthy service 
by voluntary agencies can be more clearly drawn 
for the discerning eye of the public. 


The European war has forced thought of pre-- 
paredness. How, except through combining re- 
sources, can effective preparedness be achieved? 
Preparedness consists to great degree in arrange- 
ments for interchange of personnel, equipment 
and supplies. Its very essence is cooperation, and 
therefore a sense of unity evolves from the neces- 
sity of being ready to meet a national emergency 
should it arise. 


All of these influences—uniting hospitals in the 
Americas, fighting against political domination, 
and participating in the preparedness program— 
remain prominently landmarked in the scene as 
we enter 1940. They promise, along with less 
spectacular factors of older origin, to continue to 
have great cohesive power. There was never a 
time when the American. Hospital Association and 
other coordinating agencies could do more than 
they can now to further hospital progress and 
hence to serve the people of all the Americas. 
There was also never a time when they needed 
more than they do now the support of every per- 
son connected with hospitals. Turbulence in inter- 
national and national affairs is inevitably creating 
crucial problems for institutions which vitally 
affect the lives of the people. 
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Every advantage that greater public support 
will give the hospital will be transferred back to 
it in more adequate care of the sick and injured. 
The hospital asks for more public support in. order 
that it may be able to give the public more service. 
Prospects for advancement of hospitals in 1940 
and in the years that follow depend upon our abil- 
ity to demonstrate convincingly that society is 
receiving generous returns for its investment in 


our institutions. 
M. T.M. 


—__—_~>—_——_——-. 


Malfeasance in Office 


From time to time hospital trustees and super- 
intendents have been reminded of their moral and 
legal responsibilities for the use of diligence and 
care in the selection of their agents and the en- 
forcement of such reasonable rules and regula- 
tions as are necessary for the safety of the pa- 
tients entrusted to their care. Some who have 
failed to be moved by the moral obligation to util- 
ize these measures, have been activated by a num- 
ber of recent court decisions in which the old alibi 
for carelessness, i. e., the eleemosynary character 
of the institution, has been shattered and the dic- 
tum pronounced that “charity begins at home,” 
and that even an institution dedicated to charity 
should be a safe place for the poor, defenseless 
patient to enter. 


These matters are brought forcibly to our at- 
tention through the indictment of the head of the 
Department of Welfare of Illinois, the superin- 
tendent of the Manteno State Hospital and his 
assistant and the dietitian—all for alleged mal- 
feasance in office because they failed to take 
proper measures to protect the lives of their pa- 
tients from impure water after repeated warnings 
of the danger. 


We do not propose here to prejudge the guilt or 
innocence of those indicted in this instance, and 
we are sticklers for the rights of the accused to 
be heard, but we do wish to emphasize the point 
that every board, every superintendent and every 
department head has a definite responsibility to 
the public for the proper conduct of a hospital, 
and that proved evidence of failure to meet such 
obligations constitutes an indictable offense which 
may lead to fine or imprisonment or both. 

W. H. W. 


HOSPITALS 








Minutes of the Meeting of the Board of Trustees 
of the American Hospital Association 


Saturday, September 23, 1939 
Toronto, Canada 


American Hospital Association on September 
23, 1939, at Toronto, Canada, was called to 
order by Dr. Fred G. Carter. 


T= meeting of the Board of Trustees of the 


PRESENT 


Fred G. Carter, M.D., President-Elect, 
presiding 

Rt. Rev. Msgr. M. F. Griffin 

Henry M. Pollock, M.D. 

W. S. Rankin, M.D. 

Peter D. Ward, M.D. 

Christopher G. Parnall, M.D. 

Asa 8. Bacon 

Frank J. Walter 

Donald C. Smelzer, M.D. 

Ada Belle McCleery 

Ellard L. Slack 


The business before the Board was to discuss 
the plans for the cooperation of the hospitals dur- 
ing the present limited emergency and any future 
emergency which present war conditions in Eu- 
rope might create. 


The presiding officer read a communication 
from the Executive Secretary outlining some of 
the points of a program which might be given 
consideration and through: which the hospitals 
could better cooperate with the Federal Govern- 
ment in the event of the mobilization of the mili- 
tary and civil resources of the United States. The 
matter was discussed at length, all members of 
the Board participating, and it was the expres- 
sion of the Board that the Surgeon Generals of 
the Army, the Navy, and the Public Health Serv- 
ice; the Council on National Defense, and the 
American Red Cross should be contacted through 
the designated officials of the American Hospital 
Association, and such information be secured as 
would enable the hospitals to work out a program 
which would be most helpful to the various de- 
partments of the Federal Government and at the 
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same time maintain the operation of our hospi- 
tals in the event of mobilization, on the present 
high plane of professional service. 


Dr. Agnew explained the work of the Canadian 
Hospital Council with the Dominion Government 
in connection with the mobilization of Canadian 
forces. It was the sentiment of the Board that 
the American Hospital Association, which is com- 
posed of institutional members as well as personal 
members of the United States and Canada, work 
in full cooperation with their Canadian colleagues 
in every way they could be of service. After dis- 
cussion, it was voted 


RESOLVED: That the Board of Trustees of the 
American Hospital Association, now in session in 
Toronto, recognizing the special problems of the 
Association’s Canadian members in the present 
emergency, wishes to assure the Canadian Hospi- 
tal Council that the American Hospital Associa- 
tion bears the same relationship to its members 
in Canada that it does to its members in the 
United States, and offers its full facilities in co- 
operation with them. 


This resolution was sent to the Canadian Hos- 
pital Council, which was at that time in session 
in Toronto. 


The meeting adjourned at 12 m. 


Sunday, September 24, 1939 
Toronto, Canada 


The meeting of the Board of Trustees on Sep- 
tember 24, 1939, was called to order at 10 a. m. 
by the President, Dr. G. Harvey Agnew. 


PRESENT 
G. Harvey Agnew, M.D., Chairman 
Fred G. Carter, M.D. 
Asa 8. Bacon 
Rt. Rev. Msgr. M. F. Griffin 
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Henry M. Pollock, M. D. 

W. S. Rankin, M.D. 

Peter D. Ward, M.D. 
Christopher G. Parnall, M.D. 
Frank J. Walter 

Donald C. Smelzer, M.D. 
Ada Belle McCleery 

Ellard L. Slack 


The minutes of the meeting of the Board of 
Trustees held on June 3, 1939, were approved as 
read. 


The Executive Secretary reported that a mail 
ballot had been taken on the proposition of re- 
habilitating the library in the American Hospital 
Association Headquarters, 18 East Division 
Street, and funds therefor, and there had been 
a unanimous vote of the Board in favor of this 
proposition. 


IT WAS VOTED: That the mail ballot on the re- 
habilitating of the library and the appropriation 
of the necessary funds therefor be affirmed. 


The Executive Secretary reported that a mail 
ballot had been taken and the Board voted (1) to 
approve the selection of the Committee on Award 
of Merit of Dr. Malcolm Thomas MacEachern to 
be the recipient of the award, and (2) authoriz- 


ing the expenditure of the sum necessary to pro- 


vide for the award. Both of these propositions 
received the unanimous support of the Board of 
Trustees. 


IT WAS VOTED: That the mail ballot approving 
the selection of Dr. Malcolm Thomas MacEachern 
to receive the award be confirmed. 


The Executive Secretary advised a mail ballot 
to authorize the presentation of suitable pins to 
Past-Presidents of the Association had been taken, 
and as a result of this ballot ten members of the 
Board voted in favor, one voted in the negative, 
and one member did not vote because of lack of 
sufficient information. 


It WAS VOTED: That the mail ballots authoriz- 
ing the striking of suitable pins for the Past 
Presidents and the funds necessary for providing 
these pins be confirmed. 


The Board next considered the request of the 
Coordinating Committee that the Board formally 
endorse Dr. Claude W. Munger’s statement on 
behalf of the American Hospital Association at 
the hearing before the Subcommittee of the Senate 
Committee on Education and Labor on June 1, 
1939, and that it be accepted by the Board of 
Trustees as the official statement of the Associa- 
tion. After discussion, 


It WAS VOTED: That the statement of Dr. 
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Claude W. Munger at the hearing before the Sub- 
committee of the Senate Committee on Education 
and Labor be accepted as the official position of 
the American. Hospital Association in its relation 
to the National Health Program Bill S. 1620. 


It WAs VOTED: That resolutions of apprecia- 
tion be forwarded to the members of the Joint 
Advisory Committee representing the American 
Hospital Association, the American Protestant 
Hospital Association, and the Catholic Hospital 
Association of the United States and Canada, and 
to the Council on Government Relations for the 
services which these bodies had rendered the hos- 
pital field in the United States. 


The Board next considered the report of the 
Joint Committee of the American Hospital Asso- 
ciation and the National League of Nursing Edu- 
cation on “Administrative Cost Analysis for 
Nursing Service and Nursing Education.” The 
Joint Committee of the two Associations having 
this study in charge is very anxious that the re- 
port be made available and that the American 
Hospital Association give serious consideration 
to financing its publication. The Board was of 
the opinion. the value of the report might be en- 
hanced by the inclusion of a section showing how 
a modified basis of comparison could be set up 
for small institutions. After an extended dis- 


cussion of the report, the Board decided to give 


further consideration to the publication of the re- 
port after the report had been approved by the 
Council on. Professional Practice. 


The Council on Professional Practice, acting in 
cooperation with the Association of American 
Medical Colleges, brought up the question of de- 
ciding on a common date for the appointment of 
interns. The special committee reported that a 
letter was sent to 361 hospitals suggesting that 
November 15 be designated as the date on which 
announcement be made of the selection of interns 
for the ensuing year. 


It WAS VOTED: That the proposal of the joint 
committee of the Council on Professional Practice 
and the Association of American Medical Col- 
leges, that announcements for selection of interns 
for the ensuing year be made on November 15, 
be approved. 


The Council on Public Education, in its report 
for 1939, included four recommendations from 
the Coordinating Committee covering a public 
education program. The Board felt that in view 
of the change in personnel at headquarters, the 
Council should restudy the program and make 
further recommendations at a later date. 


Upon the recommendation of the Council on 
Association Development, 
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It WAS VOTED: That the States of California, 
Florida, Maine, Missouri, New Hampshire, Rhode 
Island, Vermont, and West Virginia be approved 
for affiliation with the American Hospital Asso- 
ciation. 


The agenda for the meeting of the House of 
Delegates was presented and discussed. 


IT WAS VOTED: That the agenda for the meet- 
ing of the House of Delegates be approved. 


The report of the Board of Trustees for the 
Association for the past year was presented by 
Rt. Rev. Monsignor M. F. Griffin. 


It WAS VOTED: That the report of the Board 
of Trustees be accepted. 


The report of the Treasurer was presented by 
the Treasurer, Asa S. Bacon. 


It WAS VOTED: That the report of the Treas- 
urer as presented be approved. 


The Executive Secretary reported that the As- 
sociation had received invitations from several 
cities to hold its annual convention in their cities 
in 1940 and 1941. After an extended discussion, 


It WAS VOTED: That the annual convention of 
the Association in 1940 be held in Boston the 
week of September 15, and in Atlantic City in 
1941, the dates of the 1941 convention to be se- 
lected later. 


Dr. Basil C. MacLean, Dr. C. Rufus Rorem, 
and Dr. S. S. Goldwater, of the Commission on 
Hospital Service, appeared before the Board by 
invitation to present their Suggested Statement 
covering the further extension of hospital service 
plans so as to reach employed workers of low in- 
come groups. There was extended discussion. of 
the statement submitted. 


It WAs VOTED: That the statement submitted 
by the Commission on Hospital Service, as 
amended, be accepted and referred to the House 
of Delegates. 


Dr. Rankin, Trustee, asked that he be recorded 
as not in favor of incorporating prepayment med- 
ical service plans with hospital service plans, and 
although he was going to vote for the statement 
as amended, he did so with considerable reserva- 
tions as to principle. 


The Board asked Frank Walter, Chairman of 
the Committee on Resolutions, to present to his 
Committee the Board’s request that proper reso- 
lutions expressing the appreciation of the Ameri- 
can Hospital Association for courtesies extended 
in traveling into and out of Canada be forwarded 
(1) to the Commissioner of Customs Tariff for 
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Canada, and (2) to the Director of Immigration 
for Canada. 


There being no further business to come before 
the Board, the meeting was adjourned at 4:30 
p. m. 


Thursday, September 28, 1939 
Toronto, Canada 


The meeting of the Board of Trustees on Sep- 
tember 28, 1939, was called to order at 12:30 
p. m. by the President, Dr. G. Harvey Agnew. 


PRESENT: 
G. Harvey Agnew, M.D., Chairman 
Fred G. Carter, M.D. 
Asa §. Bacon 
Rt. Rev. Msgr. M. F. Griffin 
Henry M. Pollock, M.D. 
Peter D. Ward, M.D. 
Christopher G. Parnall, M.D. 
Frank J. Walter 
Donald C. Smelzer, M.D. 
Ada Belle McCleery 
Ellard L. Slack 


Dr. W. S. Rankin was absent. 


The Executive Secretary referred to the many 
years of faithful and devoted service rendered to 
the Association and the entire hospital field by 
the Treasurer, Asa S. Bacon, who was President 
of the Association in 1923, and Treasurer of the 
Association since 1907, and suggested that in ap- 
preciation of Mr. Bacon’s services that the new 
library in the Association Headquarters be named 
“Bacon Library.” 


It WAS UNANIMOUSLY VOTED: That the new 
library be designated “Bacon Library” in honor 
of Mr. Bacon and in commemoration of the valu- 
able services he has rendered to the Association 
and to the hospital field. 


The Executive Secretary advised the Board of 
the interest which the Women’s Hospital Aids 
Section had attracted, and that many members 
of Hospital Aid Boards in both the United States 
and the Dominion of Canada were in attendance, 
and as a result of the interest several suggestions 
had been made to the Executive Secretary that 
the development of women’s board chapters in 
the different communities throughout the United 
States and Canada be encouraged and sponsored 
by the American Hospital Association. The mat- 
ter was discussed at length, all members of the 
Board of Trustees present participating. All of 
the members of the Board expressed a high ap- 
preciation of the services which the women’s aux- 
iliary boards had rendered their respective 
hospitals. 
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It WAS VOTED: That the Board of Trustees 
approve the principle of development of women’s 
auxiliary boards in the hospital field, and that the 
Association encourage and sponsor the organiza- 
tion of such women’s board chapters. That a 
committee of the Board be designated to work 
with the women’s auxiliary boards, and that the 
President arrange for a joint committee of the 
Board of Trustees and of representatives of the 
women’s auxiliary boards to develop the plan for 
further organization. 


The Executive Secretary next presented a reso- 
lution adopted by the Hospital Industries’ Asso- 
ciation, passed at their meeting on September 25, 
1939, suggesting locations where the 1940 and 
1941 conventions of the American Hospital Asso- 
ciation might be held. The Board discussed at 
length the resolution presented and gave favor- 
able consideration to the suggestion contained in 
the resolution of the selection of Boston as the 
Convention City in 1940. 


Dr. Parnall, on behalf of the committee for 
studying the financing of a Bureau of Research 
for the American Hospital Association of which 
he is chairman, discussed the work of his com- 
mittee to date; advised that some progress had 
been made, and requested that the sum of $2,000 
be made available for the Research Bureau Com- 
mittee. This suggestion was received by the 
Board, and will be given consideration when the 
budget for the Association is adopted. 


President-Elect Carter presented nominations 
for Council memberships, as follows: 


Council on Administrative Practice: 
Jessie J. Turnbull, R.N. (to succeed E. Muriel 
Anscombe) 
Edgar C. Hayhow (to succeed James A. 
Hamilton) 
Council on Professional Practice: 
Joseph G. Norby (reappointment) 
N. W. Faxon, M.D. (reappointment) 
Council on Hospital Planning and Plant Oper- 
ation: 
F. Stanley Howe (reappointment) 
Peter D. Ward, M.D. (reappointment) 
Council on. Public Education: 
W. S. Rankin, M.D. (reappointment) 
David McAlpin Pyle (reappointment) 
Council on Government Relations: 
S. S. Goldwater, M.D. (reappointment) 
John N. Hatfield (reappointment) 
Council on Association Development: 
Asa S. Bacon (reappointment) 
Fred M. Walker, M.D. (to succeed Bryce L. 
Twitty) 
Council on Hospital Service Plans: 
Lewis E. Jarrett, M.D. (reappointment) 


John R. Mannix (to succeed Sherman D. 
Meech) 


IT WAS VOTED: That the chairmanships of the 
Councils as now constituted remain as they are, 
with the exception of the Council on Association 
Development. 


Dr. Carter submitted his recommendations 
for appointments to serve on. the standing com- 
mittees, as follows: 


Committee on Nomination of Officers: 
George F. Stephens, M.D. (to succeed Dr. 
Lucius R. Wilson, M.D.) 

Committee on Resolutions: 
A. J. Hockett, M.D. (to succeed F. G. Carter, 
M.D.) 

Committee on By-Laws: 
George P. Bugbee (to succeed F. P. G. Latt- 
ner) 

Committee on Nomination of Assembly Dele- 
gates: 

H. A. Black, M.D. (to succeed J. V. Buck) 


It WAS VOTED: That Dr. Carter’s recommen- 
dations for appointment to Council and Commit- 
tee memberships be adopted. 


Under unfinished business, Trustee Ellard Slack 
recalled to the Beard that at its June meeting a re- 
quest was presented from the Association of Cali- 
fornia Hospitals for a contribution toward the 
expense of defending the case of England versus 
the Hospital of the Good Samaritan. This is a case 
in which the court’s decision will affect all hos- 
pitals and will establish a precedent in similar 
suits wherever instituted. Mr. Slack stated that in 
the event the decision is adverse, the liability in- 
surance rates for hospitals in California will be 
increased by 100 per cent. After discussion, 


It Was VOTED: That the American. Hospital 
Association contribute $300 for the purpose of 
defraying the expense of defending the suit of 
England versus the Hospital of the Good 
Samaritan. 


In concluding this meeting of the Board of 
Trustees, the President, Dr. G. Harvey Agnew, 
expressed his appreciation of the friendly spirit 
of the members of the Board and their fine co- 
operation during his term of office. He was most 
gracious in bidding the members of the Board 
farewell. 


The next meeting of the Board will be held in 
Chicago in December at the call of the President. 


There being no further business to come before 
the Board, the meeting was adjourned. 


- Respectfully submitted, 
Bert W. Caldwell, M.D., 
Executive Secretary 
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Second Session of the House of Delegates 
Toronto, 1939 


Editor’s Note: The full transcript of the proceedings and debates in the Toronto sessions of the House of Delegates 
will be published in the Transactions, as well as in a separate booklet for distribution to the Delegates and Alternates and 


others interested. 


in regular session in Toronto September 25 

with President G. Harvey Agnew as its pre- 
siding officer. The work which the present House 
of Delegates has accomplished during its term of 
two years has been of the greatest benefit not only 
to the Board of Trustees and the Councils of the 
Association, but to the entire hospital field. Its 
membership, elected by the various states and 
provinces, is as good a cross-section of the think- 
ing, experience and ability of the hospital field on 
this continent as can be assembled. 


With the close of the calendar year 1939 
delegates elected by the Association member- 
ship in the various states and provinces re- 
tire from office, and new members of the 
House will be elected. No doubt many mem- 
bers of the present House will be returned for 
another two-year term of office. Each year 
will add importance and value to the delib- 
erations and formal procedures of the House 
of Delegates. 


T House of Delegates of the Association met 


Monday, September 25, 10 A. M. 


- The Chair called the House to order at 10 a. m., 

Monday, September 25, and instructed the Secre- 
tary to call the roll. Upon roll call seventy-four 
delegates and thirty-six alternates were present. 
The Secretary advised that a quorum of the 
House was present. 


The Chair recognized Dr. George Stephens, the 
Delegate from Manitoba and President of the Ca- 
nadian Hospital Council, who in a pleasing ad- 
dress on behalf of the Council presented the Amer- 
ican Hospital Association with a gavel, commemo- 
rating this visit of the Association to Canada. The 
head of the gavel is of cedar taken from the tim- 
bers of the oldest part of the Hotel Dieu de Que- 
bec, built in 1696. The handle is of Canadian 
hardwood. The silver is from the mines of 
Ontario and is suitably engraved. 


After his acknowledgment of the presentation, 
the Chair recognized Dr. R. H. Bishop, Jr., the 
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Delegate from Ohio and Chairman of the Com- 
mittee on Procedure of the House of Delegates, 
to present the report of that Committee. 


After a lengthy discussion, it was 


VOTED: That the report of the Committee be 
adopted, with the amendment to add to Section 
6, Subsection 1, paragraph 2, the words “except 
by a majority vote of the House of Delegates upon 
recommendation of the Credentials Committee.” 


The Chair announced that the official minutes of 
the last sessions of the House held in Dallas, 
Texas, had been published in HOSPITALS, the 
official Journal of the Association, and that with- 
out objection these minutes would stand approved 
as published. 


The Chair recognized the Treasurer of the Asso- 
ciation, Asa S. Bacon, to present the report of 
the Treasurer. It was 


VOTED: That the report of the Treasurer be 
approved. 


The Chair recognized Rt. Rev. Msgr. Maurice 
F. Griffin, the Senior Trustee, to present the re- 
port of the Board of Trustees. It was 


VOTED: That the report of the Board of Trus- 
tees be approved. 


Following the presentation of the reports of the 
Treasurer and the Board of Trustees, an extended 
discussion was participated in by the Delegates, 
covering S.1620, the “National Health Program” 
and its provisions, the policy of old age security 
for hospital employees, the provisions for medical 
and hospital care, for old age pensioners coming 
under the provisions of the Social Security Act, 
and the activities of the committee of nine repre- 
senting the three national hospital associations, 
and known as the Joint Advisory Committee. 


Delegate Clark moved and it was 
VOTED: That the Board of Trustees make 
every effort to have incorporated in the Social Se- 
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curity Bill and/or the National Health Program, 
an amendment providing for medical and hospital 
care for old age pensioners now included or who 
later may be included in the provisions for old 
age pensioners, and that the Federal Government, 
through its Social Security Administration, par- 
ticipate with the agencies of the Social Security 
authorities of the different States and Territories 
in paying for these services. 


The Chair recognized Dr. R. C. Buerki, Chair- 
man of the Council on Professional Relations, who 
advised of the formation of a Council on Medical 
Education on which the American Hospital Asso- 
ciation is represented by three members. 


The Chair brought the publication of the An- 
nual Transactions before the House, with a request 
that the House present its view on changes in, the 
makeup that has been followed in publishing the 
Transactions since the initial publication, the ma- 
terial that could be deleted or should be included, 
and any other suggestions which would add to the 
value of the Transactions. After a lengthy dis- 
cussion and without the formality of a motion the 
House indicated its approval of the following pro- 
cedures in reference to the publication of the 
Transactions: 


1 VOTED: To include reports of Councils. 


2 VOTED: Not to publish papers appearing 
in HOSPITALS in the Transactions. 


3 VOTED: To include a synopsis of papers 
rather than the entire paper in the Transactions. 


4 VOTED: To eliminate Round Table dis- 
cussions. 


5 On the question as to whether papers not 
printed in HOSPITALS should be printed in full 
in the Transactions and papers printed in HOS- 
PITALS to be synopsized for the Transactions, 
the vote was negative. 


The Chair recognized Dr. Basil C. MacLean, 
the Chairman of the Council on Administrative 
Practice, to present the report of his Council. Dr. 
MacLean included in his report the report of the 
following Committees of his Council: Report of 
the Committee on Accounting and Statistics, 
Graham L. Davis, Chairman; the Committee on 
Personnel, James A. Hamilton, Chairman; the 
Committee on Insurance Coverage, Dr. John Gor- 
rell, Chairman; and the Committee on Purchasing, 
Arden E. Hardgrove, Chairman. 


After discussion of the report, it was 


VOTED: That the report of the Council on. Ad- 
ministrative Practice be received and approved. 
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The Chair recognized Dr. R. C. Buerki, Chair- 
man of the Council on Professional Practice, to 
present the report of his Council. 


After a discussion of the report, it was 


VOTED: That the report of the Council on Pro- 
fessional Practice be received and approved. 


It was 


VOTED: That the House of Delegates go on 
record to approve November 15 of each year as 
the date upon which the hospitals would appoint 
interns. 


It was 


VOTED: That the question of revising and pub- 
lishing the second edition of the “Manual on Ma- 
ternity Care in Hospitals” be referred to the Coun- 
cil on Professional Practice. 


The Chair announced that the House would re- 
cess until 2:15 p. m. 


Monday, September 25, 2:15 P. M. 


Upon the convening of the House at 2:15 p. m., 
the Chair recognized Dr. Lucius R. Wilson, the 
Chairman of the Council on Hospital Planning 
and Plant Operation, to present the report of his 
Council. Chairman Wilson included in his Coun- 
cil report, the report of the following Committees 
of the Council: 


The Committee on Simplification and Standard- 
ization of Hospital Furnishings, Supplies and 
Equipment, Leighton M. Arrowsmith, Chairman. 


After discussion, it was 

VOTED: That the report of the Council on Hos- 
pital Planning and Plant Operation be received 
and approved. 

The Chair recognized Dr. Michael M. Davis, 
Chairman of the Council on Public Education, to 
present the report of his Council. After discus- 
sion, it was 


VOTED: That the report of the Council on 
Public Education be received and approved. 


The Chair recognized Dr. Claude W. Munger, 
the Chairman of the Council on Government Rela- 
tions, to present the report of his Council. 


After discussion, it was 


VOTED: That the report of the Council on 
Government Relations be received and approved. 


The Chair recognized John R. Mannix, Chair- 
man of the Council on Association Development, 
to present the report of his Council. The Chairman 
included in. his report the report of the Committee 
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on Membership of this Council, Asa S. Bacon, 
Chairman. After discussion, it was 


VOTED: That the report of the Council on 
Association Development be received and ap- 
proved. 


The Chairman recognized Dr. C. Rufus Rorem 
to present the report of the Council on Hospital 
Service Plans, in the absence of the Chairman of 
that Council, Frank VanDyk. 


After discussion, it was 


VOTED: That the report of the Council on 
Hospital Service Plans be received and approved. 


The Chair recognized Dr. Basil C. MacLean to 
submit a statement of policy looking to the devel- 
opment of ward service plans for low income 
groups. The statement was practically the same 
statement adopted by the House in its session in 
Dallas in 1938, and was submitted to the House 
for reaffirmation of its policy. 


After discussion, it was 


VOTED: That the statement submitted be ap- 
proved and adopted. 


The Chair then recognized Dr. A. C. Bachmeyer, 
the Chairman of the Committee on By-Laws, to 
submit the report of his Committee. The Com- 
mittee recommends the adoption of five amend- 
ments to the By-Laws. 


After discussion, it was 


VOTED: That the report of the Committee on 
By-Laws be received and sent to the Assembly. 


The Chair recognized Dr. Fred G. Carter, 
Chairman of the Joint Advisory Committee and 
one of the three members of the American Hos- 
pital Association on that Committee, to report on 
the Committee’s activities. After the report was 
submitted, it was 


VOTED: That the report of the American Hos- 
pital Association member of the Joint Advisory 
Committee be received and approved. 


The Chair recognized Dr. Christopher G. Par- 
nall, Chairman of a special Committee on a Bu- 
reau of Hospital Service and Research to submit 
the report of his Committee. After discussion, it 
was 


VOTED: That the report of the Committee on 
Hospital Service and Research be adopted. 


The Chair recognized Dr. W. Franklin Wood, 
Chairman of the Committee on Latin American 
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Relations, to submit a report of his Committee. It 
was : 


VOTED: That the report of the Committee on 
Latin American Relations be adopted. 


The Chair recognized Frank J. Walter, Chair- 
man of the Committee on Resolutions, to present 
the report of his Committee. It was 


VOTED: That the report of the Committee on 
Resolutions be adopted. 


Wednesday, September 28, 4:30 P. M. 


. The House convened on Wednesday, September 
28, at 4:30 p. m. 


The Chair recognized Dr. George O’Hanlon, 
Chairman of the Committee on. Nomination of 
Officers, to present the report of his Committee. 


The following report was submitted: 
President-Elect 

B. W. Black, M.D., Alameda County Institu- 
tions, Oakland, California 
Treasurer 

Asa §S. Bacon, Presbyterian Hospital, Chicago, 
Illinois. 
First Vice-President 

Edgar C. Hayhow, Paterson General Hospital, 
Paterson, New Jersey 
Second Vice-President 

Very Rev. Msgr. John R. Mulroy, Catholic Char- 
ities, Denver, Colorado 
Third Vice-President 

Mrs. Jewell W. Thrasher, Frasier-Ellis Hos- 
pital, Dothan, Alabama 
Trustees for Three-Year Terms 

Rt. Rev. Msgr. Maurice F. Griffin, Cleveland, 
Ohio 

Henry M. Pollock, M.D., Massachusetts Memo- 
rial Hospital, Boston, Massachusetts 


George D. Sheats, Baptist Memorial Hospital, 
Memphis, Tennessee. 


After the report was submitted, the Chair asked 
for nominations from the floor. There being none, 
it was unanimously 


VOTED: That the report of the Committee on 
Nomination of Officers be adopted and that the 
Executive Secretary be instructed to cast the 
unanimous ballot of the House for the nomina- 
tions made by the Committee. 


It was so ordered and the Executive Secretary 
cast the ballot as instructed. 


The Chair announced that there being no 
further business to come before the House of Dele- 
gates, it stood adjourned sine die. 





Report to the Council on Government Relations 
Relative to Lien Laws 


EDITOR’S NOTE: Arthur M. Calvin made the study which is discussed herein. The Council on Govern- 
ment Relations has submitted this material relating to Lien Laws to the Committee on Coordination of 
Activities for its consideration. The Council was not ready to ask the Committee to recommend this 
material to the Trustees for publication as an official Bulletin of the American Hospital Association. It 
has requested, and obtained, the approval of the Coordinating Committee for publication of Mr. Cal- 
vin’s report as tentative material for consideration of the members of the Association. Suggestions and 
criticisms from members will be helpful to the Council on Government Relations and should be addressed 
to its Chairman, Dr. C. W. Munger, 30 Morningside Drive, New York City. 


one of its objectives a study of state and pro- 

vincial lien laws, including a report of several 
types already in effect. The Council’s aim is the 
formulation of a suggestive model law. 


T HE Council on Government Relations has as 


Hospital lien laws are intended to provide se- 
curity to hospitals for expenses incurred in the 
care of patients injured through the negligence of 
a person or corporaticn. This lien attaches to the 
proceeds of any settlement or judgment and must 
be deducted from such proceeds on penalty of a 
suit against the responsible party or his insurance 
carrier. 


Hospitals are often. victimized where there is 
no lien law protection. A patient is injured in, 
say, an automobile accident and is brought to the 
hospital. He, having no means to pay for his hos- 
pital care, tells the hospital authorities that when 
a settlement is made, the hospital bill will be paid. 
The patient is discharged from the hospital with 
an unpaid bill, meets an insurance company rep- 
resentative, and immediately settles the case for 
a tidy sum. The patient then leaves the state for 
parts unknown without settling with the hospital. 
In almost all instances the hospital must write off 
the bill as a permanent loss. 


A study has been made of the lien laws which 
have been. enacted in the following states: Arkan- 
sas, Connecticut, Delaware, Indiana, Iowa, Mary- 
land, Minnesota, Nebraska, New Jersey, New 
York, North Dakota, North Carolina, Oregon, 
Texas, Virginia and Washington. A law enacted 
in Illinois in 1939 has not been available for study. 
To the writer’s knowledge, no other states have 
hospital lien laws. Replies to our inquiry were re- 
ceived from all states but South Carolina and 
Montana. 


84 


Comparison of Present Lien Laws 


Various forms of lien laws have been enacted 
in the several states which have such legislation 
and there are variations in the ways in which the 
laws are functioning. It must be kept in mind 
that the state governments are not all alike and 
that local considerations have, naturally, influ- 
enced the laws which each has passed. Some of 
the state lien laws represent compromises with 
insurance and other interests whose opposition, 
while not defeating the proposed legislation, has 
altered it radically. Some of the variations in ex- 
isting laws are detailed below: 


1 In many instances the laws cover only chari- 
table hospitals. The small doctor-owned or 
private hospital does not receive any benefits 
from the law. In some states, especially in 
their sparsely populated districts, hospitals 
are necessarily owned by individuals or 
“profit-making” corporations even though 
there is no actual profit in conducting them. 
‘It is believed that they should be protected 
under the law, similarly to charitable insti- 
tutions. 


Some of the lien laws provide that a second 
lien must be filed. The first is filed at the time 
the patient comes into the hospital, the second 
immediately after the discharge of the pa- 
tient. This requires extra work and watch- 
fulness upon the part of hospital authorities. 


In one instance the lien is not effective unless 
the patient was brought into the hospital 
within seven days after the accident or in- 
jury occurred. Here, again, we find the hos- 
pital in the position of having to prove its 
account or of being a Good Samaritan. 
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4 Various limitations are put upon the payment 
of hospitals. In one case the payment is $5.00 
per day for a period of one hundred days; 
another state allows only ward rates; another 
allows up to 50 per cent of the bill; another 
puts a limitation of $200.00 upon hospital 
bills, $50.00 for physicians and $50.00 for 
nurses. Most of the states, however, provide 
full remuneration for reasonable services. 


In, a few of the states we find that lien laws 
permit the corporation or person responsible 
for the injury to examine hospital records 
pertaining to the injured parties. This is 
undoubtedly a dangerous provision since it 
does not sufficiently protect the interests of 
the injured person, and clearly violates the 
confidential nature of the patient-physician 
relationship. 


In some of the states we find that liens must 
be filed within five days after the injury; 
others, ten days; others, twenty days. 


Where it is necessary to sue to compel the 
enforcement of a lien, we find, in some states, 
that the hospital must file suit within one year 
after filing the claim. It is believed that at 
least two years from the date of discharge of 
the patient or the date of filing the lien, 
whichever is the later, is a fairer require- 
ment. 


8 In some states we find the law interpreted 
that the lien is not effective if settlement is 
made prior to the filing of the notice by the 
hospital. 


Filing fees range from 25 cents to $1.00. 
Some include 12 cents for filing, 8 cents per 
folio for entry in the lien docket, and 8 cents 
for searching for lien. Others also include 12 
cents for discharge of the lien. Many states 
have a 25-cent filing fee and a 25-cent dis- 
charge fee. 


A Standardized Law 


It is apparent that no single “Model Lien Law” 
could be expected to suffice for all states. As time 
and conditions change, laws become outmoded. 
Furthermore, each state has its peculiar problems, 
conditions, political oppositions and hospital situa- 
tions to meet. 


In 1935 the Committee on Workmen’s Compen- 
sation and Liability Insurance of the American 
Hospital Association provided a proposed stand- 
ard law relative to hospital liens. The report of 
this Committee is a worthy one. There are, how- 
ever, some differences of opinion relative to cer- 
tain features which were included in its proposed 
standard lien law. Appended is a copy of the 
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above-mentioned Committee’s proposed form of 
lien, and also a somewhat different form prepared 
by the writer as a result of his study of this 
subject. 


It is believed that the proposed law should be 
as brief as possible yet containing all of the fea- 
tures necessary to provide good protection to the 
hospitals. In the writer’s own state, Minnesota, a 
lien law has been in effect since 1933 and has been 
successful. Neither the insurance companies nor 
the hospitals have had occasion to complain of its 
provisions or its practical functioning. 


In some states lien laws have failed of enact- 
ment because they have included medical and 
nursing as well as hospital services. Our recom- 
mendation, similar to that of the Committee men- 
tioned above, is that medical and nursing services 
be not included in the hospital lien laws. If de- 
sired, they should be added, by amendment, to the 
hospital lien law at a future time. 


Hospital groups in states without lien laws, but 
desiring them, should make careful preparations, 
before introduction of legislation. Interest must 
be stimulated by the hospitals which will do well 
to secure the earnest cooperation of automobile 
associations, safety councils and like groups. “Am- 
bulance chasing” lawyers may offer resistance. In- 
surance interests opposed the earlier lien laws, but 
from states which have had good laws in effect for 
several years, we hear that reputable insurance 
interests now favor the laws and give cheerful 
cooperation under them. Legislators need to be 
educated to the problem and to a realization of the 
large sums being lost every year by the hospitals. 
In some states, we have been told, other benefits 
have overshadowed the immediate results of the 
lien law, such as improvement in the cooperation 
of the insurance companies with the hospitals, in 
all matters. 


The following states are planning to introduce 
hospital lien bills during the coming year: Florida, 
Georgia, Kentucky, Maine, Michigan, Mississippi, 
Missouri, Oklahoma, Rhode Island and Tennessee. 


The hospital lien law of Indiana has been re- 
ported as inadequate in its coverage, and groups 
there propose to introduce a new bill with broader 
and more inclusive provisions for filing and re- 
covery of liens. 


This discussion should call attention to situa- 
tions reported from at least two states, viz., Wis- 
consin and Massachusetts, where no lien laws exist 
but where negotiation between hospital and in- 
surance groups are said to have helped matters 
materially. Similar procedure might be followed 
where enactment of legislation fails or is felt to 
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be impossible to obtain. A good law “on the books” 
is, decidedly, to be preferred, in our opinion. 


The reader’s attention is earnestly directed to 
the two suggested laws which follow. Above all, 
it is emphasized that each state or province study 
its individual situation, using this discussion and 
appended material as a guide, not as inflexible re- 
quirements. 


A Suggested Hospital Lien Law 


AN ACT to provide for liens in favor of hos- 
pitals and other institutions in this state upon 
all causes of action for damages accruing to 
a patient therein or to the legal representa- 
tives of such patient for the reasonable 
charges for hospital care, treatment and 
maintenance necessitated by the injuries giv- 
ing rise to such causes of action. 


BE IT ENACTED by the (Legislature, Gen- 
eral Assembly or House of Representatives) 
of the State of ......: 


SECTION I—Every individual, partnership firm, 
associaticn, corporation, institution, county, city, 
town or village maintaining and operating a hos- 
pital in this state shall be entitled to a lien for the 
reasonable charges for hospital care, treatment 
and maintenance of an injured person upon any 
and all causes of action, suits, claims, counter- 
claims, or demands accruing to the person to 
whom such care, treatment, or maintenance was 
furnished, or to the legal representatives of such 
person, on account of injuries giving rise to such 
causes of action and which necessitated such hos- 
pital care, treatment, and maintenance. 


SECTION II—In order to perfect such lien, the 
operator of such hospital, before, or within ten 
days after, such person shall have been discharged 
therefrom, shall file in. the office of the clerk of the 
district court of the county in which such hospital 
shall be.located a verified statement in writing, 
setting forth the name and address of such pa- 
tient, as it shall appear on the records of such 
hospital, the name and location of such hospital, 
and the name and address of the operator thereof, 
the dates of admission to and discharge of such 
patient therefrom, the amount claimed to be due 
for such hospital care, and, to the best of claim- 
ant’s knowledge, the names and addresses of all 
persons, firms, or corporations claimed by such in- 
jured person or the legal representative of such 
person, to be liable for damages arising from such 
injuries; such claimant shall also, within. one day 
after the filing of such claim or lien, mail a copy 
thereof, postage prepaid, to each person, firm, or 
corporation so claimed to be liable for such dam- 
ages to the address so given in such statement. 
The filing of such claim or lien shall be notice 
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thereof to all persons, firms or corporations liable 
for such damages whether or not they are named 
in such claim or lien. 


SECTION III—The clerk of court shall endorse 
thereon the date and hour of filing and, at the ex- 
pense of the county, shall provide a hospital lien 
book with proper index in which he shall enter 
the date and hour of such filing, the names and 
addresses of such hospital, the operators thereof 
and of such patient, the amount claimed and the 
names and addresses of those claimed to be liable 
for damage. He shall be paid fifty cents (50c) as 
his fee for such filing. 


SECTION IV—No release of such causes of ac- 
tion, or any of them, or of any judgment thereon 
shall be valid or effectual as against such lien un- 
less such lien holder shall join therein, or execute 
a release of such lien, and the claimant, or as- 
signee of such lien, may enforce such lien by an 
action against the person, firm or corporation 
liable for such damage, which action shall be com- 
menced and tried in the county in which such lien 
shall be filed, unless ordered removed to another 
county by the court for cause. If the claimant 
shall prevail in such action, the court may allow 
reasonable attorneys’ fees and disbursements. 
Such action shall be commenced within two years 
after the filing of such lien. 


SECTION V—The provision of this Act shall not 
apply to any moneys becoming due under the 
Workmen’s Compensation Act of this state. 


SECTION VI—This Act shall take effect and be 
in force from and after its passage. 


APPROVED ...... So 


Hospital Lien Bill 


The following Model Bill, drafted by the Com- 
mittee on Workmen’s Compensation and Liability 
Insurance of the American Hospital Association, 
in cooperation with the National Bureau of Cas- 
ualty and Surety Underwriters, representing most 
of the leading carriers of liability insurance, was 
presented by this Committee at the Philadelphia 
Convention in. 1934, and is recommended to any 
states attempting to secure such legislation. 


Representing the experience of several years, 
it was most carefully considered and is believed 
to afford the maximum protection to hospitals, 
with the minimum of detail. The Committee is 
strongly opposed to including in Hospital Lien 
Laws other interests such as physicians, nurses, 
etc. Reasons for this will be found in the Commit- 
tee’s Reports for 1934 and 1935. 


% % % 


SECTION I—Every association, corporation, or 
other institution including a municipal corpora- 
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tion, maintaining a hospital in the State of ...... ‘ 
which shall furnish medical or other service to any 
patient injured by reason of an accident not cov- 
ered by the Workmen’s Compensation Act, shall, 
if such injured party shal! assert or maintain a 
claim against another for damages on account of 
such injuries, have a lien upon that part going or 
belonging to such patient of any recovery or sum 
had or collected or to be collected by such patient, 
or by his heirs or personal representatives in the 
case of his death, whether by judgment or by set- 
tlement or compromise to the amount of the rea- 
sonable and necessary charges of such hospital 
for the treatment, care and maintenance of such 
patient in such hospital up to the date of payment 
of such damages; provided, further, that the lien 
herein set forth shall not be applied or considered 
valid against anyone coming under the Work- 
men’s Compensation. Act in this State. 


SECTION II—No such lien shail be effective, 
however, unless a written notice containing the 
name and address of the injured person, the date 
of the accident, the name and location of the hos- 
pital, and the name of the person or persons, firm 
or firms, corporation or corporations alleged to be 
liable to the injured party for the injuries re- 
ceived, shall be filed in the office of the County 
Clerk of the county in which such hospital is lo- 
cated, prior to the payment of any moneys to such 
injured person, his attorneys or legal representa- 
tive, as compensation for such injuries; not unless 
the hospital shall also mail, postage prepaid, a 
copy of such notice with a statement of the date 
of filing thereof to the person, or persons, firm or 
firms, corporation or corporations alleged to be 
liable to the injured party for the injuries sus- 
tained prior to the payment of any moneys to such 
injured person, his attorneys or legal representa- 
tive, as compensation for such injuries. Such hos- 
pital shall mail a copy of such notice to any in- 
surance carrier which has insured such person, 
firm or corporation against such liability. 


SECTION IIJ—Any person or persons, firm or 
firms, corporation or corporations, including an 
insurance carrier, making any payment to such 
patient or to his attorneys or heirs or legal rep- 
resentatives as compensation for the injury sus- 
tained, after the filing and mailing of such notice, 
without paying to such hospital the amount of its 
lien or so much thereof as can, be satisfied out of 
the moneys due under any final judgment or com- 
promise or settlement agreement after paying the 
amount of any prior liens, shall, for a period of 
one year from the date of payment to such patient 
or his heirs, attorneys or legal representatives, as 
aforesaid, be and remain liable to such hospital 
for the amount which such hospital was entitled 
to receive as aforesaid; and any such association, 
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corporation or other institution maintaining such 
hospital may, within such period, enforce its lien 
by a suit at law against such person or persons, 
firm or firms, corporation. or corporations making 
any such payment. 


SECTION IV—Any person or persons, firm or 
firms, corporation or corporations legally liable or 
against whom a claim shall be asserted for com- 
pensation for such injuries, shall be permitted to 
examine the records of any such association, cor- 
poration, or other institution or body maintain- 
ing such hospital in reference to such treatment, 
care and maintenance of such injured person. 


SECTION V—Every county clerk shall, at the 
expense of the county, provide a suitable well- 
bound book to be called the hospital lien docket, 
in which, upon the filing of any lien claim under 
the provisions of this act, he shall enter the name 
of the injured person, the date of the accident 
and the name of the hospital or other institution 
making the claim. Said clerk shall make a proper 
index of the same in the name of the injured per- 
son and such clerk shall be entitled to twelve cents 
(12c) for filing each claim, and at the rate of 
eight cents (8c) per folio for such entry made in 
the lien docket, and six cents (6c) for every 
search in the office for such lien claim. 


SECTION VI—This act, being deemed of imme- 
diate importance, shall be in full force and effect 
after its passage and publication in the ......... : 
a newspaper published at ............ , and the 
neha > owe k wala eee , @ newspaper published at 
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Chairman’s Note: The Council on Govern- 
ment Relations has been working over a long 
period to formulate material which would as- 
sist states and/or Canadian provinces desir- 
ing to enact legislation for safeguarding and 
improving standards in the organization and 
operation of hospitals. 


With permission of the Coordinating Com- 
mittee of the Association, the Council now 
presents to the membership its conclusions 
upon this subject, as far as they have gone 
to date. We believe that the material which 
follows, though still tentative, may be help- 
ful, in its present form, to the field. Our 
prime purpose, however, is to secure com- 
ments, suggestions, and criticisms from the 
members of the Association looking toward 
completion of this project for final approval 
as an Official bulletin of the Association. 


It will be noted in Sec. 10 of Article IV 
below, that Rules and Regulations are pro- 
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posed to be made by the state (or provincial) 

authority which is to administer the law. We. 
consider these a very important part of any 
regulatory plan and the Council will proceed 
to compile a list of the points which they 
should cover. It is, of course, impracticable 
to include in the law’ itself regulations which 

may need rather frequent revision to keep the 
administration of the law up-to-date. The 
Council needs advice from the hospital field 
upon their content as well as upon the con- 
tent of the law itself. 


The Chairman of this Council invites cor- 
respondence from the members of the Asso- 
ciation. 

C. W. Munger, M.D. 


Substantive Provisions of a Model Hospital 
and Clinic Law* 
Revision of September 19, 1939 


To provide for the licensure, regulation 

and inspection of hospitals and clinics 

and creating a governmental authority 
for those purposes. 


ARTICLE I—DEFINITIONS 


SECTION 1—Hospitals. The word hospital, as 
herein employed, means any institution which 
maintains and operates organized facilities for the 
diagnosis and/or care and/or treatment of human 
illness, including convalescence, and/or care dur- 
ing and after pregnancy, where persons may be 
admitted for overnight stay or longer. 


SECTION 2—Clinics. The word clinic, as herein 
employed, means any place, except the private 
office of a duly licensed practitioner of the heal- 
ing arts, in which are maintained and operated 
organized facilities for the diagnosis and/or treat- 
ment of human illness and/or conduct of physical, 
mental or obstetrical examinations, which serves 
only persons who remain in said place for less 
than. overnight stay. 


ARTICLE II—OBLIGATORY LICENSURE 


SECTION 3—Unlawful maintenance or opera- 
tion. It shall be unlawful for any person, copart- 
nership, association, corporation or governmental 
authority to maintain or operate any hospital and 
/or clinic without a license as herein required. 


SECTION 4—Applications for licensure. Every 
applicant for a license shall file with the Board 
herein created a written application on a form 
prescribed by the Board, which shall state, to- 
gether with such other information as the Board 
may require: 





*Statutory phraseology, where used, is intended to be purely 
tentative. 
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1 The names and addresses of all owners 
(partners, officers, etc.) of the hospital 
and/or clinic and of the person or persons 
to be in charge thereof; 


2 The nature and financial structure of the 
organization of the hospital and/or clinic, 
whether proprietary, voluntary, or govern- 
mental; 


3 The location, with a plan of the premises; 


4 A description of the types of services in- 
tended to be rendered, and the capacities 
and facilities of the buildings therefor. 


Provision may well be made for charging rea- 
sonable inspection and/or license fees. In the ma- 
jority of states, the passage of suitable legisla- 
tion will be facilitated if it is to be partially or 
wholly self-supporting. Any added financial bur- 
den upon hospitals will need consideration, how- 
ever. 


SECTION 5—Duration, display, and renewal of 
licenses. All licenses shall expire one year after 
issuance, shall not be transferable, shall apply 
only to the premises named in the application, 
shall be conspicuously displayed on the licensed 
premises, and may be renewed upon satisfying 
the Board that such renewal serves the public 
interest. 


ARTICLE III—CREATION OF GOVERNMENTAL 
AUTHORITY (BOARD) 


SECTION 6—Board created; qualifications, man- 
ner and term of appointment of members. Estab- 
lish a Board, either as a new state or provincial 
department or authority, or under the supervision 
of an appropriate existing one. Specify qualifi- 
cations for membership and method of appoint- 
ment, which should be such as to assure efficiency 
of personnel and freedom so far as practicable 
from political control. State number and periods 
of tenure; also place responsibility where a new 
independent department or authority is created. 
Provide that laws, etc., which conflict with the 
provisions of the Act be thereby repealed. 


ARTICLE IV—POWER AND DUTIES OF THE BOARD 


SECTION 7—Investigation of applications. The 
Board shall make a thorough investigation, in- 
cluding a hearing, of all applications for licen- 
sure, as to the character, financial responsibility, 
and qualifications of the applicant (partners, cor- 
porate officers, etc.), the adequacy of the facilities 
of the hospital and/or clinic to furnish the types 
of care and treatment specified in the application, 
and any other matter which the Board may deem 
proper. 


SECTION 8—Issuance of licenses. When satis- 
fied that all requirements of this Act and the rules 
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and regulations of the Board have been complied 
with, that there is a reasonable need for the serv- 
ices proposed to be provided, and that the grant- 
ing of a license will otherwise serve the public 
interest, the Board shall issue a license to the 
applicant. 


SECTION 9—Appointment of administrator and 
assistants. The Board shall appoint an adminis- 
trator (specify a salary) who shall, under the 
supervision of the Board, administer the provi- 
sions of this Act and the rules and regulations of 
the Board. The Board shall have the power to 
employ the services of inspectors and other nec- 
essary assistants in the administration of this Act. 


SECTION 10—Rules and regulations. The Board 
shall make and enforce reasonable rules and reg- 
ulations, not inconsistent with law, for the issu- 
ance of licenses, for the proper maintenance, op- 
eration and conduct, and for the visitation and 
inspection of all licensed hospitals and/or clinics. 
Such rules and regulations shall classify and apply 
to institutions according to the nature of their 
organization and the type of services provided, 
shall establish standards of (medical and admin- 
istrative) efficiency for each such classification, 
and shall require that adequate records be kept 
and that periodic statistical and financial reports 
be rendered to the Board. 


SECTION 11—Visitation and inspection. The 
Board and its duly authorized representatives 
shall have free and full access to the grounds and 
buildings and to the records of all licensed hospi- 
tals and/or clinics, and full opportunity to inter- 
view any of the personnel and patients therein. 
It shall be the duty of the Board to make periodic 
visitation and inspection of all institutions li- 
censed under this Act. 


SECTION 12—Revocation and suspension of li- 
censes. Whenever the Board shall discover any 
violation of this Act or of its rules or regulations, 
it shall give written notice thereof to the offending 
licensee and shall grant a hearing thereon upon 


request. The Board may suspend or revoke the 


license if such violation, as found after hearing, 
does not cease within three months after such 
written notice. 

SECTION 13—Restraint of violations. The 
Board shall have power to institute legal proceed- 
ings in its own name to restrain the violation of 
any of the provisions of this Act and of any of 
its rules or regulations. 


ARTICLE V—MISCELLANEOUS PROVISIONS 
SECTION 14—Judicial review. Any action by 
the Board refusing to issue or renew a license or 
revoking or suspending a license may be reviewed 
by proper legal proceedings instituted by the licen- 
see or applicant for license. 
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SECTION 15—Penalties. Any person, copart- 
nership, association or corporation (partners, of- 
ficers, etc.) maintaining or operating any hospital 
or clinic without a license required by this Act 
shall be guilty of a misdemeanor and, upon con- 
viction thereof, shall be sentenced to pay a fine 


of not exceeding ............ dollars, or, in the 
case of individuals to undergo imprisonment, not 
CTI io civics H6 dx es , or both. 


SECTION 16—Constitutionality. If any section 
or part of this Act shall be held unconstitutional 
or inoperative for any reason, no other section or 
any part of this Act shall be affected thereby, and 
the remainder thereof shall continue in full force 
and effect. 


SECTION 17—Appropriation. There is hereby 
appropriated for:the administration of this Act 
eg err ere dollars for the fiscal 
Del GH ois civvetaees 


Framework of Model Law 
Revision of September 19, 1939 
With Sources of Provisions 


ARTICLE I—DEFINITIONS 
SECTION 1—Hospitals. From CWM** Sec. I 
SECTION 2—Clinics. From CWM Sec. I 
ARTICLE II—OBLIGATORY LICENSURE 

SEcTION 3—Unlawful maintenance or operation. From 
CWM Sec. II, Pa. Law Sec. 1 

SecTION 4—Applications for Licensure. From CWM Sec. 
IV, Pa. Law Sec. 2, Tex. Law Sec. 3, 9 

SECTION 5—Duration display and renewal of licenses. 
From CWM Sec. III, Pa. Law Sec. 4 (2nd 
par.) 

ARTICLE III—CREATION OF GOVERNMENT AUTHORITY 

SEcTION 6—Board created, qualifications, manner and 
term of appointment of members. From Tex. 
Law Sec 2, Cristy letter, pg. 2 

ARTICLE IV—POWERS AND DUTIES OF THE BOARD 

SECTION 7—Investigation of applications. From Pa. Law 
Sec. 3, Tex. Law. Sec. 4, 9 

SEcTION 8—lIssuance of licenses. From CWM Sec. IV, 
V-B; Pa. Law Sec. 4 (1st par.) 

SEcTION 9—Appointment of Administrators and Assist- 
ants. From Tex. Law Sec. 2 (last 3 pars.) 

SECTION 10—Rules and Regulations. From CWM Sec. V, 
VI; Pa. Law Sec. 5 (1st sentence), Tex. Law 
Sec. 2 (3rd par.) 

SECTION 11—Visitation and inspection. From CWM Sec. 
IV, V; Pa. Law Sec. 5 (2nd sentence), Tex. 
Law Sec. 4 (2nd par.) 

SECTION 12—Revocation and suspension of licenses. From 
Pa. Law Sec. 6, Tex. Law Sec. 8 

SECTION 13—Restraint of violations. From CWM Sec. VII, 
Tex. Law Sec. 2 (next to last par.) 

ARTICLE V—MISCELLANEOUS PROVISIONS 

SECTION 14—Judicial review. From CWM Sec. IV, Tex. 
Law Sec. 8 (2nd par.) 

SECTION 15—Penalties. From CWM Sec. II, Pa. Law 
Sec. 7, Tex. Law Sec. 10 

SECTION 16—Constitutionality. From Tex. Law Sec. 13, 
Cristy Letter, page 3 

SECTION 17—Appropriation. From CWM Sec. VIII 


**CWM refers to an earlier draft of this report made by the 
Chairman and used, in part, in this draft. 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


@ An annual loyalty meeting is a potential force 
toward keeping a regular group of satisfied em- 
ployees. The Evansville Deaconess Hospital now 
honors its employees for periods of service of five, 
ten, fifteen, and twenty years. A bronze pin is 
given for five years continuous service, a silver 
pin for ten years, a gold pin for fifteen years, and 
a diamond for twenty years or more. These pins 
are significant in that they bear those symbols 
representative of the work of a hospital—the urn 
of knowledge symbolic of Florence Nightingale 
(nursing), books symbolic of education, and the 
cross symbolizing the relief of the sick. Our em- 
ployees proudly wear these pins. 

Likewise, we present the members of our E- 
meritus Staff—men who have been on the medical 
staff for twenty-five years or more—with a gold 
key. The symbols on the key are the same as the 
pins with one exception—the wand of Mercury 
and the serpent of Aesculapius symbolizing the 
Art of Healing (medicine) form the bottom of 
the key. 

Albert G. Hahn 
* cd a 

@ Ina general hospital, the operating suite should 
be considered the key department of the entire 
institution, for here the majority of patients owe 
the success or failure of their hospital experience. 
Improper management is fatal, and efficient man- 
agement means success to a large number of 
patients. 

On account of the make-up of its occupancy, 
the nursery of a hospital is a difficult department 
to manage. It is difficult to control parental love 
and family enthusiasm at the .advent of an heir. 
This department, nevertheless, demands special 
and stringent rules and regulations for proper 
control. 

Lewis E. Jarrett, M.D. 
* * SS 
@ The truly progressive institution must be will- 
ing to provide a reasonable amount of experi- 
mental equipment if it is to make full use of the 
talents of its scientific staff. 
* * * 

To anyone who will consider the matter un- 

selfishly it must be clear that the tendency to un- 
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balance the budget of the voluntary hospital by 
various direct and indirect ways can only end in 
bankruptcy with the government stepping in as 
the ultimate receiver. 

* % * 

The moral obligation of the hospital toward the 
ward patient is not altered by the fact that a so- 
called charity patient may not bring legal suit 
against a charitable institution. 

* * % 


Even though fortune may favor the medical 
man, the scientific and not the financial yardstick 
is the measure of his ultimate importance, al- 
though not necessarily the measure of his tem- 
porary usefulness. 

* * * 

The true medical center seeks to learn. and to 
teach the natural history of disease in all of its 
phases—acute, chronic, and incurable, from in- 
fancy to old age—in a group of buildings which 
separates patients physically for their spiritual 
well-being, yet gives them without exception the 
most expert medical care available now for only 
one of these groups. 

* * * 

Too often a patient is recorded on discharge as 
cured, when he is cured only of the effect of a 
surgical operation and not of the disease for which 
he was operated. 

The mere relief of signs and symptoms is the 
more primitive type of cure, while the relief of 
the underlying condition is a modern achievement. 

ok * oo 

The best argument for building a reserve is 
that philanthropy is least able to help when it is 
most needed, as we know to be the case in hard 
times. 

aK * * 

Kindness to subordinates, particularly when it is 
not stipulated in the bond, is returned many times 
over in service, and the hospital employee is no 
exception to this rule. 

ok * % 

A case should not be stamped cured until it is 
definitely and finally known to be so from all of 
the scientific factors at our disposal, including the 
element of time. 

E. M. Bluestone, M.D. 
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NE of the most significant statements ever 
uttered was made by Lyman Abbott when 
he said: “The greatest and most vital 


powers in influencing life is personality. It is 
greater than law, instruction, or example.” 


A magnetic, pleasing personality is the highest 
priced, most sought after human quality on the 
market today. It is a rare product, hard to find, 
difficult to develop, but the most productive human 
force known to man. 


It may be difficult for some of us to think of a 
hospital—stone, brick, mortar, and glass—as hav- 
ing a personality; but every institution, large or 
small, rich or poor, old or young, has a very def- 
inite personality and, like an individual, it is either 
a pleasing, magnetic force or cold, unresponsive, 
and indifferent. 


One Definition of Personality 


Learned men have been striving for years to 
give us a definition for this intangible but vital 
force called personality. Nearly all of them have 
failed, but James Samuel Knox, in his inspiring 
lecture, “How and Why a Man Succeeds,” said, 
“Personality is the magnetic outward expression 
of the inner life which radiates courage, courtesy, 
and kindness.” Of course, he was speaking of a 
positive personality. I was with Mr. Knox when 
he coined this famous expression and his mind 
was as far from hospitals as the North Pole is 
from the South Pole, but it seems to me that his 
definition. is everything that a hospital should be— 
a magnetic outward expression of an inner life 
which radiates courage, courtesy, and kindness. 


Social as Well as Professional Qualifications 
Necessary for Success 


I have some very definite ideas on this question 
of personality in business. It seems to me, that 
to teach a man or woman medicine, nursing, or 
hospital administration without also developing 
his personality with such qualities as courage, 


Presented at the Convention of the American Hospital Asso- 
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Institutional Personality 


O. K. FIKE 


The Author 


@ O. K. Fike is Managing Director of Grace 
Hospital, Richmond, Virginia. 





courtesy, kindness, sincerity, enthusiasm, initia- 
tive and loyalty, is like sending a ship out to sea 
without a chartered course or a definite destina- 
tion. 


A very comprehensive survey made some years 
ago by one of the large research institutes, cover- 
ing 200,000 employed men and women of all walks 
of life, disclosed the startling fact that over 50 
per cent of them were, by their own admission, 
misfits in their chosen work. 


Educated? Yes, because doctors, nurses, law- 
yers, engineers, accountants, and business men, 
both large and small, were interviewed. 


Health? Yes, reasonably assured, as they were 
all gainfully employed people. 


Opportunity? Yes, because the top rung of the 
ladder has never yet been filled in any field of 
activity. Big Business always has and always will 
be searching for men and women to fill the top 
positions in their institutions. The applicants are 
many, but the qualified are few and hard to find. 


It is a proven fact that 5 per cent of the men 
and women in this country, with all of its educa- 
tional opportunities, does the thinking, planning, 
and managing for the other 95 per cent. It may 
surprise some of us, but in 1936 less than 3 per 
cent of the families in the United States had in- 
comes of over $5,000 per year and, in the good old 
days of 1928-29, which we hear so much about, 
less than 9 per cent of the families in this country 
had incomes of over $5,000, and it is generally con- 
ceded that the people in or above the $5,000 salary 
bracket are doing the thinking, planning, and 
managing. 


Why is Big Business ever looking for leaders? 
Why are 5 per cent of the men and women doing 
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the thinking, planning, and managing for the 
other 95 per cent? Why are 50 per cent of the 
employed of this country misfits? The answer is 
that intangible something called personality. 


To get back to the institution, unless we, as 
hospital administrators, start giving some very 
serious study to this problem as well as profes- 
sional fitness for the job, our hospitals cannot 
and will not develop the kind of a personality 
that will attract and successfully service the sick 
and the injured. 


Public Relations Programs 


We see and hear a great deal today about pub- 
lic relations programs with periodical publica- 
tions, radio talks, newspaper publicity, posters, 
and other types of educational activities to ac- 
quaint the public with what is going on behind 
the scenes. I want to make it very clear that I 
have no fault to find or criticism to direct against 
any public relations program. In my judgment, 
the majority of us have not done half enough of 
that type of promotion work, although some in- 
dividual hospitals and state associations such as 
the Pennsylvania Hospital Association, have suc- 
cessfully shown us the way. 


I have followed with more than casual interest 
several of these publicity programs, and have 
listened to many discussions and read a great deal 
on the subject, but have been repeatedly dis- 
appointed to find that very few had any organized 
plan of keeping the personnel of the hospital in 
daily tune with the general public relations pro- 
gram. ; 


Oscar of the Waldorf, writing his life story in 
one of the monthly periodicals, makes this state- 
ment: “A hotel is the only Big Business in which 
the human equation is present at all times. It can- 
not be forgotten or overlooked for one moment. 
On the one hand, there are the guests—far more 
amazing in their variety than even. a fiction writer 
can imagine; on the other hand, there are the 
employees that serve them. They are in constant 
contact. In most businesses, the problem is to 
sell a man something. Once he has bought it, 
the seller’s worries are over. In a hotel, the buyer 
is always with you and he must be sold over and 
over again.” 


If Oscar of the Waldorf thinks that a hotel is 
the only Big Business in which the human equa- 
tion is present at all times, he should try manag- 
ing a hospital where all of his guests are sick or 
injured. 

Oscar’s statement is significant, however, as it 
definitely establishes the fact that any successful 
public relations program must start and forever 
live with the employees of the institution, and not 
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depend alone on fine buildings and modern equip- 
ment. 


In the same article and in the same trend of 
thought, Oscar says: “Paying the best architects 
to draw up the finest plans, erecting the most 
modern building, commissioning famous interior 
decorators to furnish it, putting in the most re- 
cent mechanical appliances, stocking it with the 
finest linen. and silver will not insure success to a 
hotel. The perfect plant is not enough; it is, of 
course, necessary; but what makes or breaks a 
hotel is human service.” 


Living in the Glory of Past Successes 


Several years ago, I was conducting a sales 
institute in a large midwestern city under the 
auspices of the local Retail Merchants Association. 
This city had two large department stores. A few 
days after my arrival, I was told that the oldest 
and wealthiest of these stores was slowly slipping 
and apparently no one connected with the institu- 
tion realized it. I was also told that they would 
not be interested in the association’s program, as 
they had a very elaborate and expensive public 
relations program. 


Before our plan was submitted to the members 
of the association, we spent five days with a field 
force of ten well trained women making a survey 
to find out what the buyers in that town thought 
about their retail stores, and it did not take us 
long to find out the trouble with the store in ques- 
tion. They were self-satisfied, living in the glory 
of their past success, which had created an atti- 
tude of arrogance and indifference, and this atti- 
tude had permeated down the line to department 
heads, buyers, and clerks. 


Fortified with these facts, we called on the 
president of this store. He ridiculed our program 
and emphatically stated that they did not need 
any sales education program in their store; that 
they were self-sufficient. After he personally re- 
viewed several hundred individual survey reports 
he was jarred out of his smug complacency. 


Refresher Courses 


We hear considerable today about refresher 
courses for administrators and postgraduate work 
for doctors and nurses and special training for 
maids, orderlies, and other non-professional em- 
ployees. The need is great, and the results are 
well worth the effort, but the crying need in our 
hospitals is not only employees with more educa- 
tion and training, but employees with pleasing 
personality, with initiative, enthusiasm, sincerity, 
courtesy, and loyalty. 


My institution is owned by a group of doctors 
and any public relations program, such as may be 
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conducted by a voluntary hospital is out of the 
question, as it might be considered professional 
advertising. So our activities in this respect are 
limited, but the public relations program carried 
on within the walls of our institution has been 
productive of worth while results. Every hospital 
has a public relations program whether the ad- 
ministrator knows it or not, and it is either 
negative or positive, whichever the administrator 
dictated consciously or unconsciously. 


I do not think that a pleasing personality is 
some mysterious God-given gift any more than is 
the ability of a great surgeon, a successful execu- 
tive, or any great leader. Many people firmly 
believe that to attempt to develop personality is 
fantastic. I cannot agree because I believe, in fact 
I know, that an attractive personality can be de- 
veloped by “exercise” just the same as the human 
body. 


We all agree that some men and women are 
better suited to a given profession than others, 
but that does not indicate that those less apt 
cannot be successful in the same field of activity. 
While living in Chicago, I knew two doctors inti- 
mately—one was extremely well educated and 
trained, but was discourteous, selfish, demanding, 
and at times extremely disagreeable. He was 
never satisfied regardless of the effort. Figura- 
tively speaking, he was an intellectual giant, but 
had a hard time getting along. 


The other was well trained, but somewhat of 
the self-made man of the old school. He was 
enthusiastic, agreeable, courteous, gracious, and 
could “dish out” the stuff that employees and pa- 
tients liked. To illustrate, my wife was in his office 
one day waiting her turn. Sometimes it meant 
hours of waiting as his office usually looked like an 
overflow crowd at the movies. Sitting next to her 
was a rather pompous elderly matron of the Four 
hundred who fumed and fussed the whole time she 
was waiting. Finally, the doctor was ready to see 
her and, as she approached his office, he enthusi- 
astically said, “What have you been doing with 
yourself? You must have lost at least twenty 
pounds.” In about ten minutes she emerged smil- 
ing and happy after waiting two hours and said 
to my wife in leaving, “Isn’t he the sweetest 
thing?” 


Every hospital has department heads, interns, 
nurses, maids, and orderlies that fit perfectly into 
these two classes and, from observation, I am 
afraid some administrators fall into the class of 
my first doctor friend. 


Institutional Personality 


What is institutional personality? It is the 
combined personalities of all of the employees of 
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' negative and positive qualities. 


the institution, good, bad, and indifferent. If the 
sour faces outnumber the optimists, the institution 
has a negative personality. If so-called profession- 
alism rules out human sympathy, it has a cold per- 
sonality. I thoroughly dislike that word profes- 
sionalism, as it altogether too often justifies the 
negative activities of the professionally trained 
employees. If confusion and carelessness prevail, 
the institution has an indifferent personality, but 
if optimism, enthusiasm, courage, kindness, and 
patience live and grow in our hospitals, it has a 
force so powerful that no human being would dare 
to estimate its value. 


The most dynamic and dominating force of a 
hospital is not the size or location of the building 
or its equipment, regardless of how modern it may 
be. Greatness in a hospital is not measured by 
its size or equipment, but by the desire in the 
hearts of every employee to render a full measure 
of human sympathetic service to every patient re- 
gardless of race, creed, or financial ability to pay. 
It is not necessarily the service rendered that 
counts most, but the way in which it is rendered. 
Likewise, it is not so much what we say, but how 
we say it. In the final analysis, it is not what a 
patient pays for and gets that makes him an en- 
thusiastic booster for a hospital, but what he does 
not pay for and gets. If we forget all others, God 
help us to be patient with the sick and the injured 
and with their loved ones. 


Yes, these are all intangibles, but a hundred 
times more valuable than mere board, room, and 
nursing care. 


Every individual and every institution possesses 
The battle for 
supremacy is between these two forces, but like- 
wise, every individual and every institution has 
the God given right to possess the positive quali- 
ties that produce a pleasing personality. 


The Bible says, “As a man thinketh in his heart, 
so is he.” If a man thinks pessimistic thoughts, 
all the Saints in heaven cannot keep him from 
being a pessimist. We sink or swim, survive or 
perish in accordance with our thinking. Institu- 
tions are not unlike individuals. In fact, the real 
productive force in your hospital today :s the com- 
posite thinking of all of your employees and, the 
most important of all, your thinking. 


What kind of a personality has your hospital? 
Can our operators smile over the telephone? Have 
all of our employees learned how to smile? Are 
they gracious, kind, and considerate? If not, it is 
our responsibility to see that they can and do or 
replace them. 
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Thinking Positively 

If a man or woman can learn to think clearly 
and accurately on the fundamental principles of 
accounting or correct procedures in nursing, they 
can likewise learn to think positively instead of 
negatively in their social contacts. Our prob- 
lem is one of thinking. Psychologists tell us 
that every idea that enters the human mind 
immediately tends to express itself in action. 
If we put a drop of red ink in a glass of water, 
it immediately colors ail of the water. Think- 
ing has a similar transforming effect upon 
human action. Psychologists also tell us that 
action is a result of reason; reason, the result of 
thinking; and thinking, the result of an idea. 
Let’s start giving our employees positive ideas. In 
my judgment, all human qualities are to some ex- 
tent contagious, and the personality of our insti- 
tution usually reflects the thinking of its leader. 


Dr. Joseph C. Doane of the Jewish Hospital of 
Philadelphia, speaking before the Administrative 
Section at the Cleveland meeting of this Associa- 


tion, accurately estimated the value of hospital 
personality when he said: “The existence of physi- 
cal properties, the existence of splendid equip- 
ment, the existence of all of the things we yearn 
for in the conducting of hospitals are but the 
merest beginning toward a successful institution 
and that, without a certain something which I 
have chosen to call the intangibles in hospital 
work, we are bound to fail.” 


In closing, let me leave these few thoughts with 
you. Raise the educational standards of your hos- 
pital as high as you can get them; encourage re- 
fresher courses and postgraduate work, develop 
training courses for maids, orderlies, and other 
non-professional employees; develop, or if neces- 
sary, purchase a comprehensive public relations 
program to fit the needs of your hospital; but 
above everything else today, tomorrow, and for- 
ever more, keep the development of a pleasing 
personality foremost in your thinking, planning, 
and managing, and your institution cannot and 
will not fail. 





Fifteenth Annual Meeting of the Colorado 
Hospital Association 


The Colorado Hospital Association held its fif- 
teenth annual meeting in Denver, November 15. 
The President, Msgr. John R. Mulroy, arranged a 


program that brought together representatives 
from practically all the hospitals in Colorado. 


Among the discussions that were presented 
were the following: “New Legislation and Board 
of Health Regulations Affecting Hospitals” by Dr. 
Roy Cleere, Secretary, State Board of Health; 
“Personnel Relations” by R. J. Brown, Porter San- 
itarium and Hospital; ““A Layman Looks at Hos- 
pitals” by Mrs. Emiiy Bogert, Commander, State 
Committee, Women’s Field Army, American So- 
ciety for the Control of Cancer ; “Non-Government 
Hospitals and the Federal Health Program” by 
Dr. Bert W. Caldwell, Executive Secretary, Ameri- 
can Hospital Association; “One Year of the Blue 
Cross Plan” by William S. McNary of the Colorado 
Hospital Service Association. The banquet address 
was delivered by the Honorable Herbert Fairaii, 
Chairman, State Department of Public Welfare. 


The following officers were elected for the com- 
ing year: President, R. J. Brown; President-Elect, 
Frank J. Walter; Vice President, Sister Mary 
Cyril; Treasurer, Grange Sherwin; Executive Sec- 
retary, Dr. B. B. Jaffa; Trustees, Msgr. John R. 
Mulroy, Dr. John Andrew, Walter G. Christie, Dr. 
Herbert A. Black, William S. McNary, Dr. Theo- 
dore L. Williams. 


' The sixteenth annual meeting will be held in 
Denver, November 13, 1940. 
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Annual Meeting of the Oklahoma State 
Hospital Association 
The Oklahoma State Hospital Association held 
its annual meeting in Oklahoma City, November 
16 and 17, under the presidency of Dr. E. T. 
Olsen, superintendent of the University Hospital. 


Among the papers presented and discussed were 
“Dietary Administration in the Small Hospital” 
by Mrs. Margaret Durrett, Oklahoma City Dietetic 
Society; “Relationship of State Assistance Fund 
to Work of Crippled Children’s Commission” by 
Joe N. Hamilton; “Group Hospitalization” by Dr. 
A. H. Risser of the Oklahoma State Medical Asso- 
ciation and H. Albert Taylor of the Oklahoma 
State Hospital Association; “Food Psychology and 
the Dietitian” by Vera Bailey; “Dietetics and In- 
fections” by Dr. Owen Royce, and “The Nutri- 
tionist in the Public Health Program’”’ by Maxine 
Turner. 


The annual banquet was held the evening of 
November 16, with Dr. John R. Abernathy as 
toastmaster. The guest speaker of the evening 
was Dr. Bert W. Caldwell, executive secretary of 
the American Hospital Association. : 


The following officers were elected for 1940: 
President, Dr. E. T. Olsen; Vice President, Roy 
Alexander; Secretary-Treasurer, H. Albert Tay- 
lor; Executive Board, R. L. Loy, J. H. Rucks, Dr. 
L. E. Emanuel, J. A. Bivens, E. U. Benson; Mem- 
bers of the House of Delegates, Dr. E. T. Olsen, 
Delegate, and Dr. L. E. Emanuel, Alternate. 
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ment will be defined and controlled by the ma- 

jor function of the hospital. A university or 
teaching hospital will need a dietary department 
giving emphasis to teaching. A research center 
will want the department set up for accurate co- 
operative research. A hospital giving service only 
will naturally expect a dietetic department pre- 
pared to produce a high type of food service. 


Te organization of the hospital food depart- 


The average hospital contributes to each of 
these functions and the wise dietitian will see that 
she keeps her department closely in line with the 
larger policies of her hospital administrator and 
that she instills into her departmental workers a 
fine sense of the departments’ responsibility and 
opportunity for contributing to the good reputa- 
tion of the hospital in the community. 


Organization 


Generally speaking, the average department of 
dietetics may be divided into these units: 


Administrative 

Menu making for patients and personnel 

Market orders and food specifications 

Receipt and inspection of food 

Storage and issuance of food 

Preparation of food 

Delivery of prepared food 

Service of food to consumer 

Accurate reports on food satisfaction 

Control of all activities connected with food 
production 

Care of equipment in main kitchen, dining 
rooms and diet kitchen 

Selection, training and control of dietetic per- 
sonnel 


Therapeutic 
Management of “Special diets” 
Teaching 


Student nurses in practice of dietetics and in 
dietotherapy 
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Hospital and dispensary patients in selection 
and use of food 

Employees in technical proficiency as related to 
present job or the job ahead 


Research 


Investigation and use of new food products or 
new equipment 

Selection, trial and use of new methods of prep- 
aration or better methods of service 

Eternal quest for satisfying variety for the non- 
transient members of the hospital family 


In order to secure the best results it is desirable 
that all these units be under the control of the 
director of dietetics. She should be personally re- 
sponsible for: 


Departmental organization and set-up (selection 
of professional workers and supervisors) 

Departmental budgetary control 

Relations with other department 

Relations with medical staff 

Relations with committees 

Community relationship of department 

Building good will for the hospital 

Planning expansion or remodeling of depart- 
mental layout 

Selection of new equipment 


Like the head of any other major professional 
department, the head of your dietetic department 
should not be burdened with time consuming de- 
tails of petty routine. She should have a com- 
petent, reliable administrative assistant who will 
supervise and carry out departmental policy on 
all items of administrative function. 


In the large hospital or in any hospital devoted 
to teaching there will be much emphasis laid upon 
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the work for doctors, nurses and patients, so 
there will be needed another competent, reliable, 
teaching assistant to supervise all class, bedside, 
and out-patient teaching in dietetics. 


The large hospital will have many “special 
diets,” so it will be necessary to provide a so- 
called therapeutic assistant to direct and super- 
vise this phase of the work. The research assistant 
completes the list of close-to-the-director mem- 
bers of the dietary staff for the larger institutions. 


In the small hospital or in the hospital for serv- 
ice only the teaching load is small and special diets 
are few. Here one competent, efficient person can 
easily do all teaching of nurses and patients, su- 
pervise the work in the ward diet kitchens, and 
carry on the research indicated. 


Management 
Purchase and Issuance of Food 


As long as I remember hospital dietetics the 
question has been up as to whether or not the 
dietitian should purchase the food. Whether or 
not she should actually purchase the food may 
remain debatable, but since she is responsible for 
food bills, food satisfaction and food results, do 
you not think she should say what quality is pur- 
chased, what amount is purchased, and what price 
is paid? 

No matter who purchases the food, it should be 
inspected thoroughly by an impartial person be- 
fore it is accepted. Items ordered by pounds should 
be weighed. Count the cauliflower a few times 
and you will not get crates with the heads re- 
arranged and two missing. A whole row of lettuce 
out with ice filled in will not occur often if there 
is an honest inspection every time before goods 
are accepted. Look at the peaches and the berries 
in the bottom of the basket. Buy on specification 
and accept only on specification. The dietitian 
should be assured that the goods are bought care- 
fully and received only in accordance with market 
orders. 


There should be just as rigid control of food 
issue in a hospital as in any other food production 
unit. There is no point to buying carefully unless 
you know exactly where every item goes. Twelve 
canteloupe in should mean twelve canteloupe out 
to the unit for which they were purchased. 


The difference between food control and food 
laxity can easily mean two thousand dollars a 
month in a three hundred bed hospital. Would 
you pay an alert dietitian $2,000 a month? Why 
not? 

Menu Making 


In the small hospital this is a simple but most 
important function carried out by one dietitian 
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who plans all menus for the institution. In the 
larger hospitals there are at least three plans of 
menu making in operation— 


1 Each dietitian makes out the menus for 
her own unit. This means one set of menus 
for ward, one set for semi-private and one set 
for private patients. Add these to the menus 
for personnel and you have a confusing array 
of items to be prepared each day with a wide 
chance that one group has chocolate cake 
Tuesday, another group chocolate cake Thurs- 
day, with the third group tagging along on 
Saturday. The leftover problem here becomes 
a real factor. 


2 Menus for the entire institution are 
made out by a committee composed of one 
dietitian from each unit. 


From the standpoint of securing a coopera- 
tive spirit this is an excellent plan. It follows 
closely the suggested routine offered by the 
advocates of “Multiple Management” and 
“group thinking.” It also promotes close ad- 
herence to a basic menu and prevents duplica- 
tion of items on different days of the week. 


But from the standpoint of efficiency or 
uniformly high standards of menus the plan 
is poor. It takes the time of too many people 
and too much time is spent for discussion. No 
one person is responsible for menu produc- 
tion, so there is not much incentive to creative 
or original thinking along lines of menu 
making. 


8 One person in the dietetic office makes 
the menus for all units. This usually is the 
administrative assistant. 


Personally, I think this is the best plan. It 
assures the adherence to a basic menu, it 
gives a suitable menu for each unit, and it 
stimulates the one menu maker to do con- 
sistently good work. 


However, each week there should be a group 
meeting with a dietitian from each unit present, 
so that there may be free discussion of food costs, 
popular menu items, foods coming in or going out 
of season, and consideration given to any points 
of preparation which need correction or improve- 
ment. Suggestions offered by each dietitian should 
be incorporated whenever feasible. 


I think it is possible, by tactful handling of the 
committee hour, to secure here every one of the 
good points of the “Multiple Management” idea 
plus the advantage of giving responsibility to one 
person for one task. 


But wherever the responsibility is placed for 
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the actual paper work connected with menu mak- 
ing, a common factor remains and that is the 
necessity to guard against monotony and—worst 
of all—serving certain items on certain days of 
the week. 


There must be literally dozens of good ways to 
do this but I should like to tell you the method I 
find most effective and simplest. The menus for 
our patients are run on a three weeks’ basis—the 
ones for doctors and nurses are run on a six weeks’ 
basis. We have a card in our file for every item 
we ever serve. Each card has a date series indi- 
cating the beginning and end of the menu cycle— 
three weeks for patients, six weeks for personnel. 


Every time an item is put on the menu a 
check \/ is made and the day of the week is writ- 
ten in. When the administrative assistant is mak- 
ing menus she looks at the file and does not put 
lamb chops on for Tuesday if they have already 
been served on Tuesday in the current cycle. The 
next time she puts them on Wednesday or Satur- 
day or any other day. 


These cards also act as a protective agent by 
showing the menu maker if she has been running 
any item too frequently or has not been using 
something equally popular often enough. 


And it is great fun to be able to put new cards 
in the file and thus offer chances for greater va- 
riety. A new card is added only after the item it 
represents has been made by the person who prob- 
ably would make it every time, and has been 
tasted and approved by members of the dietetic 
staff. 


Everyone of us should be constantly on the 
alert for something new or especially good for our 
patients and doctors and nurses. Every time we go 
downtown we should watch food shop windows, 
market stalls and restaurant windows for sugges- 
tions. Every time we “eat out” we should try to 
find something new or a new way to prepare some- 
thing old. Every issue of any magazine with 
menus or recipes should be eagerly scanned. The 
better food columns of the newspapers should be 
saved and gone over carefully. The food adver- 
tisements help tremendously and the booklets and 
recipe folders or cards sent out by commercial 
firms are a great asset. New cook books should 
be looked over, and if even a few items appeal, 
the book should be added to the dietitian’s library. 
A cook book costs only a few dollars—the result 
in sustained interest in the menus is worth many 
dollars. 


It is the responsibility of the dietitian to pro- 
vide interesting menus for every unit in her hos- 
pital. This brings us to a consideration of the 
scope of the menu to be presented to the different 
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groups. Shall it be a selective menu or a straight 
menu? There have been so many versions of the 
selective menu for patients and there have been so 
many ways of administering this system that it 


has become very confusing and the issue is any- 
thing but clear cut. It would be impossible to dis- 
cuss all the types of selective menus or all the ways 
of handling them. The main objections are: 


Too many items to prepare 

Too many offerings confuse patient 

Too many of the same items appearing in a 
short period give impression of monotony 

Patient does not select well-balanced menu 

Patient likes surprise when tray comes in in- 
stead of knowing what he has selected 


The points for the selective menu are: 


Less food waste 
Patient is not served food he does not like 
There is better satisfaction with food service 


I am very much in favor of the selective menu 
system when it is carefully worked out and I feel 
that every objection may be overcome. 


I think it is a mistake to have too many selec- 
tions on the menu. That does mean a higher op- 
erating cost because of the increased stock car- 
ried. It means more items for cooks to prepare, 
and unless you have too much help, it means poor 
preparation of many items. It also means more 
leftovers. The service of a multi-selective menu 
is slow and the length of time from cook to con- 
sumer is long. 


Now here is the point of administration which 
I feel will give the patient the food he likes, a well 
planned meal, and also the element of surprise at 
each meal. As soon as the patient is in the hos- 
pital and before his first meal is served, the 
dietitian should visit him and find out if there are 
any foods he especially likes and any he especially 
dislikes. Then she should make every effort to 
serve him as many as possible of the foods he 
especially likes at his first meal. She should be 
absolutely sure not to serve him any of the ones 
he dislikes. 


As early as possible the dietitian takes the pa- 
tient’s “food history.” This notes in an easily re- 
ferred to form the patient’s reaction to the foods 
most commonly served. The dietitian then checks 
each menu for each patient from the food history 
and gets his choices straight without boring him 
with ever repeated details of “do you want shrimp 
or crab cake tomorrow, Mr. Brown?” And: the 
element of surprise is there. The patient has not 
the vaguest idea as to what he is to have for din- 
ner. The menus are well balanced and great va- 
riety is achieved because we can work in many 
items which the patient might not pick for himself. 
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The person serving the tray should visit each pa- 
tient after dinner and supper every day and find 
out if there is any item for which he has an espe- 
cial desire. This method of administration takes 
care of every objection to the selective menu. 


Food Preparation 


Menu making is mighty important, but after all 
it is the preparation of the food which decides 
whether or not it will appeal to the consumer. 
Much may be done to add interest with everyday 
foods by cutting them differently, by adding snap- 
py sauces and by attractive and interesting gar- 
nishes. Do not overdo it. As Ann Batchelder says, 
“Don’t think every baking powder biscuit needs 
a parasol.” 


If you have sufficient personnel and space for 
storage plus time for service it is nice to garnish 
each meal for your doctors and nurses. But when 
you do not have all these things you must forego 
the garnishing and you may add your interest 
here by the use of a variety of relishes. You will 
find that your doctors and nurses will appreciate 
the inclusion of a pickle or relish every noon and 
night. There are hundreds of them, almost all of 
which may be made in your own kitchen—the cost 
is but a trifle and the zest added to the menu is 
great. Patients’ trays may always be garnished 
attractively and it pays big dividends. A patient 
said one day to the diet nurse, “You know, I was 
feeling so blue and discouraged. I wasn’t going to 
eat a thing. And then when my tray came in and 
I saw it, I thought, ‘Well, if she cares enough 
about me to cut those radishes so pretty, busy as 
she is, I guess I’d better show her I appreciate it,’ 
and I ate every bit on the tray.” 


Food Delivery 


Under the heading of delivery of food for pa- 
tients there are only two major points to consider: 


The type of conveyor used 
Who is to transport the food 


From the many conveyors on the market choose 
the one you like the best which fits your needs 
best. Personally, I prefer the electrically heated 
one. We want hot food hot, and the best we can 
do is none too good for our patients. I like to use 
an electrically heated food truck, not only to 
transport the food but also as a point from which 
to serve the food in the ward diet kitchen. This 
eliminates all need for a steam table in the diet 
kitchen and does away with the transfer of food 
from transporting unit to the service unit. 


In some hospitals floor attendants go to the 
kitchen to get trucks. In some places porters from 
the housekeeping department take the trucks out. 
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I think one or more kitchen helpers from the main 
kitchen should take out and return all food trucks. 
The floor attendants are needed on the floors and 
the porters are needed on their work. Neither 
group can always get away at exactly the time 
the food is ready. Then either the food or the 
worker must wait. Too many people coming into 
the kitchen make for confusion. 


The delivery of food for personnel should be 
eased up by having the service centers near the 
kitchens so there is no great distance for trans- 
portation, and again it should be by a person from 
the main kitchen. 


Food Service 


To Patients—Here we must consider central 
service or the floor diet kitchen service. As I sug- 
gested once before, you must make your own 
choice. Do the thing which seems best for your 
particular situation. But be sure to know all the 
answers before you decide. Paraphrasing the 
automobile slogan of “ask the man who drives 
one,” you should ask the man who runs a central 
service. 


Central service was very popular once. Is it 
still considered the one way? And under what 
conditions? And for what type of tray? And how 
much does it cost? The arguments are: 


a—For Central Service 

1 Less equipment is needed 

2 Less fuel, light, water, space is used 

3 Less supervision is needed 

4 There is little leftover food 

5 The dishwashing noise is away from pa- 
tients’ quarters 

6 There is much less dish breakage 

7 There is less odor of food in patients’ 
quarters 


b—For Floor Diet Kitchen Service 

1 It is less confusing 

2 There is a shorter meal hour 

3 There is a shorter time between prepara- 
tion and consumption of food 

4 All patients are served at about the same 
time 

5 It is easier to give individual attention to 
patient 

6 Trays travel shorter distance 

7 Hot food is hotter 

8 It is easier to get second servings or sub- 
stitution of foods 

9 Less help is needed 


Because I am so intensely interested in the pa- 
tient as an individual and because we give so much 
personal attention to the patients, I should not 
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like to have central tray service. I have had cen- 
tral tray service where I thought it was perfect 
and I have had it where I knew it was horrible. 
It still can be either. But in order to have it as 
you want it you will have to pay for it. 


To Personnel—Shall it be waitress or cafeteria? 
If your dining room is large enough to provide 
one seat for each person, or you have sufficient 
waitresses to allow for plenty of time to clear and 
re-set tables, if you have plenty of help to serve 
food attractively and plenty of space to store it 
properly, and again plenty of waitresses to serve 
food speedily, and to select the food so that each 
person gets only what he or she wants, then by 
all means have table service. But unless you have 
all those things, do not try table service. 


There has been a great deal said about the bad 
influence of cafeteria service on the table manners 
of doctors and nurses. Well, I think poor table 
service has a worse effect. Did you ever see any- 
body sit down at a table, reach for the rolls and 
start eating a roll while waiting for the food? 
They did not learn that from cafeteria service. 
Did you ever hear a doctor bang his fork against 
a glass? He did not learn that in a cafeteria. 


The cafeteria service permits a great variety of 
items on the menu. It allows as attractive service 
of each item as storage facilities permit. It pro- 
vides a speedy service and a quick turn-over in 
dining room. And best of all, the hot food is hot. 


Now there just is not any argument as to 
whether or not the cafeteria should be a pay cafe- 
teria. It should be a pay cafeteria for everyone 
except the patients. 


Meal Hours for Patients 


I am sure that if there is any one factor which 
looms more frequently than all others in criticism 
of food service it is the one of meal hours for pa- 
tients—late breakfasts, early dinners and early 
suppers or else early breakfasts—but always early 
dinners and early suppers. It certainly is to the 
advantage of everyone concerned with the care of 
the patient if the meal hours can be spaced evenly 
and occur at a time when sufficient attention may 
be given to them. Breakfast at 8 a.m., dinner at 
1 p.m., and supper at 6 p.m. seems like a reason- 
able set-up to me. 


At any rate, whatever you establish as the start- 
ing time, do make it possible to have a snappy, 
quick service so that the food goes out to the pa- 
tient at the proper temperature and within the 
shortest possible period from time of cooking. A 
slow, draggy meal service means dried-out, un- 
attractive food, poor coffee, luke-warm vegetables, 
and limp, warm salads. 
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Investigate the complaints you hear about food 
service and you will find that nine times out of 
ten they are due to slow or dragged out service. 
Everyone possible on the floor should turn out at 
meal hour to put this across with a credit to the 
floor. Patients should be cleaned up, beds raised 
(if permitted), bed tables in place, and everything 
ready at the minute the food service is to start. 
The person carrying the tray should be selected 
for speed as well as efficiency and good manners. 
Nurses should be assigned to follow the tray car- 
rier to see that patient’s food is cut, if necessary, 
that the beverage is poured, and that the little 
niceties of good service are presented. The diet 
kitchen group should have everything in readiness 
before the scheduled time so there will be no delay 
in sending the trays out. Meal hour can be a 
splendid example of team work. 


If everyone will realize that the service of the 
food may make or break the reputation of a floor, 
there will be few complaints about food service. 
However, we will always have with us the patient 
who wants meals at unscheduled hours—just to 


-be different. For the members of this group I 


hope some day to see an a la carte kitchen—meals 
at any hour desired—any items desired—all a la 
carte prices. The idea has merit. I hope someone 
tries it. 


Nourishments 


With meal hours disposed of, we now come to 
the question of “nourishments.” Now tell me why 
these should be served to patients on soft or light 
diets? They take the edge off the patient’s ap- 
petite and he cannot enjoy the meal itself. Nour- 
ishments are expensive. The preparation and serv- 
ice take time which might better be spent on other 
phases of diet kitchen routine. There are more 
dishes to wash and there is constant confusion in 
the diet kitchen. If money and time are spent on 
‘nourishments,” there will not be enough left for 
the meal. If nourishments are necessary for soft 
and light diets, then there is something wrong 
with the meals. And it is the three meals a day 
which the patient remembers as hospital food and 
hospital food service—not the fruit juices, bottled 
beverages, eggnogs, fruitades, flips, cookies, and 
sandwiches he received. 


Eliminate the money-eating and time consum- 
ing nourishment service, spend your food money 
and personnel time for three good, interesting, 
well-cooked meals, served quickly and attractively, 
and carried speedily to patient, and many of your 
headaches over food complaints will be chased 
away. 

Note: Part II, dealing with personnel management, bud- 


get control and equipment, will be published in the January 
issue. 
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Pharmacy Internships 


HARVEY A. K. WHITNEY 


me remind you that every student or appren- 

tice who enters a college of pharmacy has little 
or no conception as to the practice of pharmacy. 
As the student progresses through school he may 
be exposed to events that will assist him to picture 
mentally the magnitude of the profession. Only 
in exceptional instances will he develop a per- 
spective enabling him to envisage the whole of 
the pharmaceutical world. The time he now spends 
in training (four years in college leading to a 
bachelor’s degree in science) is insufficient for 
him to acquire the culture and separate knowl- 
edge that will permit him to select intelligently 
and practice effectively one of the many special- 
ties that constitute the whole of pharmacy. I 
understand the inability of the school to gradu- 
ate a finished experienced product and I ask, 
therefore, your cooperation in providing a remedy 
for this situation in the particular branch of 
pharmacy in which you are so interested, namely, 
the hospital pharmacy. - 


| IT will aid in establishing a background let 


Four Main Branches of Pharmacy Practice 


The situation facing the recent graduate can 
be better understood when I point out that the 
practice of pharmacy may be roughly divided into 
four main branches: hospital pharmacy; retail 
pharmacy; manufacturing pharmacy; and teach- 
ing. Other sub-specialties show themselves in 
drug synthesis, food and drug analysis, clinical 
analysis, research, etc., but for the most part such 
special practices are regarded as being contained 
in the four main divisions. Some colleges have at- 
tempted to meet this situation by offering an 
initial two years of basic instruction followed by 
two years of optional study groups. This arrange- 
ment in part permits the student to prepare 
specifically for only some of the main branches 
previously listed. While this is a progressive 
movement, the feeling remains that not sufficient 
advancement has been made in this direction. 
I am of the definite opinion that the hospital 


Presented at the Convention of the American Hospital Asso- 
ciation, Toronto, Canada, September 25, 1939. 
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pharmacy branch has been severely neglected, 
either through a lack of interest and apprecia- 
tion or an inability or refusal to comprehend and 
interpret the problems and practices arising 
therein. 


The situation in hospital pharmacy is at pres- 
ent of a mixed character. In many institutions 
the pharmacy department displays the highest 
type of professional practices, but it is likewise 
true that in other institutions pharmacy obtains 
in its most degenerate form. Obviously all hos- 
pitals are entitled to the same character of a 
pharmaceutical service. While it may appear 
that the smaller hospital is more generally to 
blame, it is also perceptible that a number of 
larger hospitals are also deficient in this depart- 
ment. I can presume that some hospital admin- 
istrators may not be too conscious of this situa- 
tion because in their experience they may not 
have had the assistance that can be given only 
by a well trained hospital pharmacist. I hold that 
this latter individual alone can completely grasp 
the situation and I am, therefore, led to the con- 
clusion that these extremes are the result princi- 
pally of the pharmacist’s own personality and 
training. 


Another unfortunate circumstance bearing on 
this subject is the fact that registered pharma- 
cists of today can not be regarded as equally 
qualified either by education or experience to fit 
into the scheme of the hospital. The work of 
“pouring of liquids and counting of pills” fre- 
quently can and probably will be done as well by 
a physician, nurse, or other elected individual, 
but, I argue, the business of the apothecary is 
greater than this. No one but a registered gradu- 
ate pharmacist should bear the responsibilty for 
the handling of drugs in today’s hospital. 
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The Pharmacist the Handmaiden to the 
Physician 


If I may be allowed an unconventional advan- 
tage I should like to take you back fifteen years 
when I began my career as a hospital pharmacist. 
I should like to do this because I believe I can 
show how intimately the pharmacist is a part of 
the medical sciences and particularly handmaiden 
to the physician. I had completed my college 
course and was duly licensed to practice pharmacy. 
The hospital appointment was offered me and I 
accepted because I felt qualified. In addition I 
could see myself engaged in only professional 
practices, yielding the pleasure and satisfaction 
for which I had trained. 


My early contacts with the staff physician, how- 
ever, revealed a necessity for the display of knowl- 
edge and the dispensing of information that had 
not been previously anticipated, and I may add, 
of a character not offered or suggested in the 
course of my formal education. Consequently 
I felt the necessity, if I was to remain happy in 
my work, of meeting this new challenge, or los- 
ing the respect of the physician. 


Then, as I was still learning about hospitai 
pharmacy, came the realization. that I would have 
professional contacts with many other depart- 
ments of the hospital. An appreciation grew that 
the pharmacist could be a most helpful influence 
in many departments. To mention a few, that the 
pharmacy has served, I list; roentgenology, path- 
ology, clinical laboratories, physiotherapy, appli- 
ance shop, housekeeping, kitchens and laundry. 
Without multiplying the list I believe I can em- 
phasize the point that the hospital pharmacist 
can acquire many experiences beyond the scope 
of the formal course of instruction and that some 
method is necessary for extending the training of 
the graduate if a useful pharmacist is to be given 
to the hospital. This observation is further 


Plan view of the prescription desk and pharmacy office 
(located right rear) 
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Pharmacy Department Staff and Interns 


strengthened by a noted lack of adequate pharma- 
ceutical service in a number of institutions vis- 
ited. Speaking of visiting other hospitals, let me 
remark, that this opportunity was suggested by 
our director as a means for broadening my scope 
of information in my particular field. It is a 
plan followed by many physicians and surgeons in 
visiting other clinics for the purpose of their own 
self-improvement. 


Pharmacy Internships in the Hospital 


As an early consequence of all these adventures 
a proposal was made to our director for a planned 
trial for pharmacy internships. It was begun 
modestly, proceeded satisfactorily and after a few 
years was sufficiently regarded as suitable for 
publication'. Further experiences subsequently 
developed an increasing number of observations 
and conclusions that were also published? with the 
hope that further interest might be stimulated 
and continued. 


My present feelings are that we have a device 
for supplying the hospital with a pharmacist 
whose training is sufficient to permit him to pro- 
ceed reliantly upon his own initiative. A brief 
mention of some of his attainments should dem- 
onstrate this statement. He will have prepared 
materials and preparations for diagnostic use, 
laboratory reagents and test solutions, allergenic 
protein extracts, sterile solutions for parenteral 
injection, pleural plombage, etc. He will have 
been introduced to sources of supply, purchasing 
specifications, methods of buying, medical and 
surgical supplies, narcotic control, periodic inspec- 
tion of existing drug stocks and the teaching of 
specific problems in materia medica to staff, in- 
terns and nurses. He will have assimilated a 
wealth of medical nomenclature through reading 
medical literature and he will be able to have an 
intelligent understanding of the work of the medi- 
cal specialists through attendance at their staff 
meetings. I believe you will find him capable and 
reliable. He should be able to present agreeably 
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View down the aisle of the Pharmaceutical Manufacturing 
Laboratory 


and intelligently much information peculiar to his 
profession in which he will have an expert knowl- 
edge. He should have a “professional personality.” 


Finally, I do not feel it falls within the scope 
of this discussion to delineate either the duties 
of a hospital pharmacist or the guiding principles 
for an adequate pharmaceutical service. Such 
subjects are well taken care of in the chapter 
and bibliography on “Hospital Pharmacy” by 
Spease’, which is well worth reading by those 
individuals interested. Other excellent contribu- 
tions to this field are the report of the Committee 
on Pharmacy made to the American Hospital As- 
sociation in Atlantic City in 1937* and the report 
on the progress of pharmaceutical service in hos- 
pitals contained in the paper presented by 
Fischelis® on “The Hospital Pharmacy” before the 
New Jersey Hospital Association in 1938. 


Indicative of the situation found in New Jersey 
by Fischelis is the report that actually thirty- 
three hospitals out of eighty-two, with more than 
one hundred beds, did employ full time pharma- 
cists. It would seem that many hospital adminis- 


trators, far-sighted and inclined to good invest- 
ments as they may be, fail to see the dividends 
resident in the investment necessary for a proper- 
ly functioning pharmacy department. The divi- 
dends, or economies, effected by a competent hos- 
pital pharmacist are readily noticeable in the 
business office, but of much greater importance is 
the assurance of an available and competent pro- 
fessional service. 


Let me suggest that cheap help will most cer- 
tainly beget a cheapened service and I ask that 
you recall my previous remark relative to the 
discrepancies in the qualifications of pharmacists. 
Spease® states that “a man or woman to fill the 
position of hospital pharmacist should, of course, 
be a graduate of an accredited school of pharmacy 
and be a legally registered pharmacist. Store ex- 
perience, graduate work in pharmacology, physi- 
ology, pathology and anatomy would be helpful, 
and a knowledge of business administration would 
be desirable.” For these several reasons then, the 
hospital administrator should be very cautious 
and discriminating in applying his yardstick. He 
must remember that in selecting a _ hospital 
pharmacist he is in direct competition with those 
employers in other main branches of pharmacy. 
If the hospital administrator is to attract the 
keener minds in the profession he will have to 
provide them with an attractive and suitable en- 
vironment and offer a remuneration sufficient to 
permit happy and comfortable living. 
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Anesthesia 


While Morton is generally credited with the dis- 
covery of anesthesia the credit due him is limited 
to its application to surgery. 


It was a dentist, Dr. Horace Wells of Hartford, 
Connecticut, who first experimented with ether 
and nitrous oxide, and finally decided on nitrous 
oxide as the more satisfactory for ductal anes- 
thesia and demonstrated his discovery by having 
one of his own molars extracted while under 
nitrous oxide anesthesia, then known as laughing 
gas. From the time of his discovery in 1844 until 
his death in 1848 he continued to administer gas 
for both dental and surgical operations. 


102 


‘ 


One of his published works (1847) was entitled, 
“A History of the Applicatioi. of Nitrous Oxide 
Gas, Ether, and Other Vapors in Surgical Opera- 
tions.” 





Western New York Hospital Council 

At the annual meeting of the Western New 
York Hospital Council held in Buffalo on Novem- 
ber 9, 1939, the following officers were elected: Dr. 
William F. Jacobs, Edward J. Meyer Memorial 
Hospital, Buffalo, President; Allan B. Williams, 
Olean General Hospital, Olean, Vice President; 
Mrs. Harriet L. Sprickman, R.N.. Buffalo Eve and 
Ear Infirmary and Wettlaufer Clinic, Buffalo, Sec- 
retary-Treasurer. 
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Occupational Therapy for Sick Children 


ELSA NEUSTADT 


have not hitherto given sufficient 

WY rose to the occupations of sick chil- 

dren in our hospitals and convalescent 

homes. It is not enough that such occupations 

should distract the child’s mind from his state of 

illness; they must also be in accord with his in- 

terests and meet his needs. Only so will they 
hasten his cure. 


His needs, both mental and psychic, are differ- 
ent from those of a child in robust health. The 
business of the hospital should not be merely to 
cure his bodily ailments, by care of his body, but 
to meet those special needs through occupations 
which will stimulate and nourish his ideas, espe- 
cially when he is shorn of his habitual environ- 
ment and dependent entirely on the care of 
strangers. 


Pleasant Occupation Contributes to the Cure 
of the Child 


We know from experience that during conv- 
valescence, when a child has to remain in hospital 
merely for the sake of dressings or secondary 
treatments, any work which will hold his atten- 
tion will contribute to his cure (Prof. Rollier, Ley- 
sin, Switzerland). One can prove by actual meas- 
urement, that the nerves are strengthened, the 
circulation improved, the work of the tissues stim- 
ulated by a pleasurable task. “Joy has the effect 
of an injection of health.” Heart, nerves, and 
muscles are helped in their work by the mind. In 
man, more particulerly in the child, body and soul 
are so closely linked that changes in the former 
are caused by a change of emotional state, such 
as grief, joy, boredom or anger. 


We set ourselves to find methods of helping sick 
and convalescent children based on the practices 
of modern educational theory, and we have made 
experiments. We began by observing healthy 
children in the nursery schools; Montessori, Froe- 
bel, Decroly, etc., of various countries: England, 
Germany (before 1933), Italy, Switzerland, 
France, Sweden, Denmark, Holland and Austria. 
We carried back what we had learned and applied 
it in a quite individual way to children in hospitals. 
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The Work Shop in the Children’s Hospitals 


We found that the ideal would be to set up a 
workshop in every children’s hospital. It should 
be a large room, light and sunny, with direct ac- 
cess to the garden. The children should be dressed 
in light-colored overalls, buttoning down the front. 
In this room everything should be of a size suit- 
able for children; not only should the tables and 
chairs be small, light colored, and portable, but 
the fastenings on windows and doors, the taps, 
sills, and pictures should be within easy reach. 
There should be brooms and buckets available. The 
room and its furnishings should be so charming 
that the children themselves will enjoy keeping it 
clean and wholesome. Here they would never 
hear the words: “Keep still,” or “Now you must 
attend,” for each would be free to chose his own 
employment and set about it in his own way. 


A small three-year-old-boy is very busy water- 
ing the plants on the window sill; a little girl, her 
sleeves rolled up and her rubber apron on, is 
wringing out a floor-cloth with all her might be- 





Part of a work shop in the children’s occupational 
therapy room 
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Oliver cleans the floor 


fore washing the floor. Each child, alive with 
the need for action and with the joy of personal 
achievement, asks for nothing better than to get 
on with what he is doing. In the corner, by the 
aquarium, a small mathematician is busy on a 
problem, adding up with the aid of a counting 
frame, and recording his results in a notebook. 
One of the other children asks him to help lay the 
table. He refuses blankly, preferring to finish 
his calculations, but other helpers are forthcom- 
ing and soon the table in the next room is laid. 
Some of the children have their meal in advance 
of the rest, and then proceed to act as waiters, 
just like real waiters in a restaurant. 


Cooking utensils, sinks, and real stove, all of 
suitable size, should be provided in the work- 
room. All the processes of preparing and cook- 
ing food are a source of interest to children, who 
are almost certain to forget the trials of illness 
in this type of occupation. In surgical cases the 
movements necessarily repeated every day in the 


Esther and Eleanor cooking a pudding 


course of work of this type cause less pain and 
unpleasantness than do tiresome remedial exer- 
cises and massage. 


Practical Work 


Practical work of rather a different order should 
be devised for those children who are still in hos- 
pital after a defectious disease, or because com- 
plications are feared. They might benefit from 
the use of such educational materials as the 
Montessori or Decroly’s under the supervision 
of a trained helper. Furthermore, they should 
be enabled to do painting, modeling, carpentry, 
and so on. But they should do no fine work, such 
as bead threading, as this is too tiring for the 
eyes. It is much more difficult to find occupations 
for children who are obliged to lie still on their 
backs for weeks or months on end. Any one who 
has seen the mournful look of a child suffering 





The occupational therapist assists the children’s cooking 


from a tubercular bone cannot help but try to de- 
vise means for bringing a little joy into his life. 
Music has always been one of man’s sources of joy. 
The earlier a child begins to listen to good music 
the greater joy it will give him as life goes on. 
Much of the work of Mozart, Haydn, and Bee- 
thoven is quite within a child’s grasp. That is 
why no children’s hospital should be without a 
gramophone and some good records. The modern 
technic of teaching music makes it quite easy to 
teach bedridden children to sing both alone and in 
chorus. Children who are two or three years old 
are very sensitive to rhythm and wi'! listen with 
greater pleasure to poems and jing! s told in a 
well-modulated voice. 


Occupational Therapy Corrects Bad Attitude 


Children is hospitals are often very naughty 
and disobedient. They are spoiled by the mis- 
guided love or pity of nurses, and of mothers, 
aunts, and grandmothers on visiting days. The 
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child tends to become more and more egotistical; 
taking himself too seriously and thinking of 
nothing but his ailments, he may thus come to 
tyrannize over his whole circle. Educative meas- 
ures which prevent such happenings, even if they 
last only while the child is in hospital, may play an 
important part throughou? tne whole course of his 
life. A child realizes that a hospital cannot cater 
to his whims, as his misguided relatives do at 
home. The necessarily equal treatment of all the 
children in a ward has often a healthy influence 
on children who, as early as ten months, often 
rule the whole household at home by their cries 
and rages. In hospital they are bound to accept 
the general rules. 


I have seen a boy of four, whose bed was near 
the bell, ring again and again, in order to attract 
attention to himself, or for the sake of something 
to do, or in the hopes of something happening. 
The nurse scolded him in vain, and when his bed 
was moved away from the bell he was beside him- 
self with rage, flinging pillows and bedclothes on 
the floor. If the child had been provided with 
some suitable occupation to employ his time the 
conflict would have been avoided. 


A treatment that shows understanding, and to 
which wise employment is added, will strengthen 
the child’s will to health. Moreover, he will be 








Eleanor is active and happy, while Esther is bored because 
she is not occupied 


helped in his transition from the hospital to the 
everyday life outside. Obviously, the time spent 
in the hospital will leave its traces not only on the 
physical but also on the psychic life of the child. 
It will remain in his memory much more deeply 
than other periods of his life. So during this 
period he must be exposed to impressions which 
will be both. helpful to his own future and a use- 
ful influence in the family circle. There is the 
further great advantage that the child’s return to 
health will be hastened by suitable occupations 
which bring joy to his spirits. 


Hospital Service and Finances in the Philadelphia Area 


“Emphasis has been placed upon the external 
rather than internal problems of the hospitals. 
The purpose is to throw light upon the public’s 
expenditures for hospital care rather than the hos- 
pital’s expenditures for operation and fixed 
charges. There are many intangible factors in 
hospital service which cannot be measured in 
terms of beds, days, visits, income or costs. The 


statistical and financial analysis should, however, . 


serve as a prelude to examining the adequacy of 
hospital care in Philadelphia.” 


A consolidated balance sheet for the area shows 
$100,000,000 of invested capital, of which 73 per 
cent was in voluntary institutions and 27 per cent 
in government hospitals. Proprietary investment 
was negligible. Endowment capital of $45,000,- 
000 is concentrated among a relatively small group 
of voluntary hospitals. The total operating costs 
of hospitalization for 1937 was approximately 
$19,000,000 (or $24,000,000, including allowances 
for the use of plant and equipment). Of the total 
operating expenses, 49 per cent was met from 
patients’ fees, 10 per cent endowments, 30 per cent 
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from taxation, 9 per cent voluntary contributions, 
and 2 per cent from miscellaneous sources. 


Among the conclusions drawn from the study 


-was the following: “The main problem in Phila- 


delphia is not to erect more hospitals, but to sup- 
port those now in existence. There has been al- 
most no hospital construction in Philadelphia dur- 
ing the past ten years and it would appear that 
little expansion of hospital facilities for acute ill- 
ness is required in the immediate future, although 
there may be need for replacement of some build- 
ing now in use.” 


The study was financed by the Community 
Fund. Director of the study was Howard L. Rus- 
sell, now secretary of Welfare of the State of 
Pennsylvania. Consultant and author of the report 
was C. Rufus Rorem, Ph.D., C.P.A., Director, 
Commission on Hospital Service, American Hos- 
pital Association. 


(Hospital Council of Philadelphia, 59 pp. 42 
tables. $1.00.) 
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Dietary and Housekeeping Management 
in the Small Hospital 


VERA CLARK and FAY LIPSIT 


BELIEVE that no hospital is too small 
to have a dietitian or a person trained in 
food therapy, because the science of nu- 


trition is as essential a part of hospital treatment 
as drug therapeutics. 


To begin in the smallest hospital—that is, the 
“one executive” hospital—the executive needs the 
benefit of special training in nutrition to direct the 
cook, and the services of a travelling dietitian, if 
possible, to keep her abreast of changes and de- 
velopments. As we pass to a two or three executive 
hospital, one of these executive workers should be 
a dietitian. In many cases diet therapy plays the 
major part of hospital treatment—for example, 
diabetes, eclampsia, nephritis, celiac, malnutri- 
tion and food allergies. It is definitely safer for 
the patient and more economical to the hospital to 
have a trained person responsible for these special 
diets. A physician is justified in expecting to have 
someone who can carry out his orders for dietary 
treatment as much as for medical or surgical 
treatment. 


The question is often asked, “Can a small hos- 
pital of 35 to 75 beds afford a dietitian?” A hospi- 
tal cannot afford to be without the trained services 
of a dietitian in all fairness to the patients, doc- 
tors, and hospital. Possibly a dietitian in a small 
hospital is not occupied with dietetics alone; there- 
for, in the interests of economy and efficiency, we 
would suggest her doing housekeeping duties as 
well. The dietitian receives special training in 
housekeeping when obtaining her degree and is 
therefore the logical person to take on this de- 
partment under the superintendent. 


Hospital Housekeeping as a Science 


Housekeeping today is a science, and one in 
which haphazard methods can prove costly. By 
combining the dietary and housekeeping depart- 
ments under one head it is possible to interchange 
workers as needed for peaks in either department, 
thus saving labor. 


Presented at the Convention of the American Hospital Asso- 
ciation, Toronto, Canada, September 26, 1939. 
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Even if a hospital is over 75 beds, the two de- 
partments could be combined if necessary. One 
means of making this possible is by means of af- 
filiation with a large hospital whereby student 
dietitians are taken for an extra training period 
of from six weeks to two months. This has been 
worked out in a few small hospitals in Ontario and 
has proven very satisfactory and beneficial to both 
the student and the hospital. The advantages 
of this arrangement are that the student in the 
small hospital has more responsibility and comes 
in closer contact with patients, doctors, nurses and 
staff. She has more practical experience, espe- 
cially in supervising, food service, buying, plan- 
ning of menus and planning of work schedules, 
baby formulae, store-room control, recording of 
invoices, budgeting costs, daily records, etc. Dur- 
ing her entire period of affiliation the maintenance 
of high food standard can be stressed, by impress- 
ing on the student the importance of systematic 
tasting and checking of all foods before leaving 
the kitchen. 


The student can help also in community work, 
teas, lectures, etc. This postgraduate experience 
has been found to give the student wider experi- 
ence and more confidence in her own capabilities. 
The dietitian, it is said, ““must be a person who can 
cook, a scientist, an economist, psychologist, a 
teacher, a hotel steward, and above all a diplomat 
and an executive with sound, professional training 
and experience with administrative ability.”’ The 
student must attain these qualifications. 


Dietary Service in the Small Hospital 


Let us look at the dietary side, first—the duties 
of the one dietitian in a small hospital of 35 to 75 
beds are different in each hospital and locality; 
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however, the same obligations are common to all— 
first, to the patient; second, to the hospital per- 
sonnel, and third, to the community, and last but 
not least, to her administrator and employing 
board. 


The patient—His needs are servings well 
planned to make attractive meals with appetite 
appeal, pleasing his individual tastes and at the 
same time educating him in nutrition to the im- 
portance of well balanced meals. The best way to 
do this is by visiting as frequently as possible and 
talking about food, its importance to health and 
well-being. 


The hospital personnel—The nurses claim a 
great deal of attention in teaching and feeding 
them. One must be a diplomat in educating the 
nurses in correct eating for themselves, as well as 
their patients. It has been found beneficial fo 
have the nurse visit the dietary department fre- 
quently. By personal questions in reference to 
skin diseases, allergies, vitamins, pertaining to 
health and good healthy complexions, and by ask- 
ing the nurses to make suggestions for the menus, 
the tactful dietitian can assist the nurse and win 
her cooperation. 


Nurses are not so apt to criticize serving 
certain foods if they realize others are in 
need of or may like a food which happens to be 
objectionable to them. The non-professional or 
unskilled hospital employees are often a feeding 
problem too. As a rule, heartier food has to be 
supplied to them and salads are not generally pop- 
ular. This group also requires special training 
into good food habits and frequent talks regarding 
personal health and the important part food plays 
in daily living. By getting this group interested 
in food, the dietitian obtains better cooperation 
and work. 


Community service—The dietitian in a small 
hospital, situated in a small town, must be 
ready to give lectures on food in health or dis- 
ease, to any organization. For the will to give to 
the best of her ability and her knowledge to these 
d?ferent organizations is of great importance in 
the hospital’s service to its community. She must 
receive gratefully, and graciously make use of all 
donations no matter how small or in what form 
—fruit, vegetables, flowers, or other help from 
the different institutions or persons in her com- 
munity. 

There is nothing dull about the life of a small 
hospital dietitian. 


The administrator—Last but not least are the 
obligations to the administrator. The hospital 
looks to the dietitian. to attain and adhere to cer- 
tain standards in— 
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Food buying, service and production 
Equipment buying under supervision 


Maintaining Good Food Service 


To set up and maintain good food standards in 
an institution requires courage of decision, ac- 
curacy, a good food sense, imagination, openmind- 
edness, ability to maintain interest, patience and, 
above all, clear concise. records of quality, quanti- 
ties, production and cost. In. buying institutional 
food the dietitian must remember the personnel 
to be served and that usually she has only one 
cook to prepare all the foods with her help. She 
is obliged to provide the best value in food for 
the money expended, to meet nutritional require- 
ments and tastes of the groups served, and to 
make her accomplishments acceptable to the man- 
agement. The effect of inefficient buying is felt 
throughout the whole hospital. It delays prep- 
aration, reduces opinions of food and increases 
waste. She should know the amount of the an- 
nual food budget and apportion it carefully to 
keep within its bounds. Other factors influenc- 
ing the buying of foods are availability, seasonal 
prices, purpose for which items are intended, fa- 
cilities for preparation, number of personnel, and 
the cook. 

Buying 

In nearly all small hospitals the dietitian goes 
to market or buys direct from the farmer, making 
her menus accordingly, avoiding waste and ex- 
pensive foods. She should determine the exact 
quantity needed. 


The experienced buyer tends to underbuy with 
discretion, rather than to have to use up left-overs 
in perishable foods. The proper handling and 
storage of food after it is received is also impor- 
tant in preventing waste. Wise buying requires 
the development of specification for every item, 
meat, canned goods, eggs, butter, etc., which will 
vary in every hospital. In changing brands the 
dietitian should try samples as to flavor, appear- 
ance, and yield. Many bargains are actually more 
expensive if they give a smaller yield or if the 
quality is inferior. 


There should be an office where the dietitian 
can carry out her therapeutic work, hold consul- 
tations with doctors, employees, salesmen and pa- 
tients. As far as publicity is concerned, no hos- 
pital can have a better advertisement than a repu- 
tation for serving good food, not only to the 
patients, but to all groups concerned. The main 
factors in food service are good quality of food, 
nutritionally adequate, varied, and served attrac- 
tively and costing as little as possible in time, 
labor and money. 


The dietitian should have absolute control of 
her department with regard to food in its raw 
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state, its preparation, and serving to the patient 
and, upon return, the disposal of the waste. 


In a small hospital the dietitian comes more in 
direct contact with the doctors and, if she has a 
helpful rather than a dictatorial attitude, her sug- 
gestions are usually welcome. 


Importance of Food-Costs Records 


It is necessary that the dietitian keep records 
of all food costs, to know whether her department 
is functioning adequately, cost to include not only 
food, but equipment, china, utensils, cleaning 
agents, materials, gas, electricity, salaries. Ob- 
servations of plate waste can save a lot of money. 


If the dietitian. is consulted as to purchasing 
equipment, quite often her suggestions are well 
worth consideration, due to her observations from 
actual experience. 


Housekeeping Duties 


To turn our attention to the other angle of our 
subject—the housekeeping duties also are of great 
importance in the small hospital and the old say- 
ing, ‘“‘a stitch in time saves nine,” is quite true 
in this department. Small problems soon loom up 
like mountains if not met at once and by the right 
approach. Then they become time-consuming, 
cause dissatisfaction and are poor economy. 


During recent years administrators have be- 
come as fully aware of the need for well educated 
and highly trained women for housekeeping, as 
they did a few years ago for the dietetic depart- 
ment. Where it is not possible to pay both a dieti- 
tian and a trained housekeeper, these duties have 
been combined in hospitals of 35 to 100 beds. A 
combination such as this should more than pay 
the salary necessary in economies instigated by a 
trained worker who has a practical knowledge of 
the problems and is able to apply the theory in a 
businesslike way. 


The housekeeper’s duties are— 


Hiring of efficient employees 
Supervision of work 
Care of equipment 


Hiring Employees 

The engaging of efficient employees is more 
satisfactory if done by the dietitian-housekeeper. 
Labor is a great factor in both departments and 
records of all applicants, with adequate informa- 
tion, should be left. A health examination should 
be required for the applicant, as well as character 
references. Only by selecting intelligent, deft, or- 
derly mannered employees, liable to be cooperative 
—that is, willing to help the other fellow and loyal 
to the hospital—can be built a department with a 
good morale. If the labor turnover is high, the 
service rendered will be poor and expensive. Where 
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employees are working with expensive equipment 
and food the use of improper methods may cause 
much damage and waste of expensive material. 


Supervision of Work 


Supervising the housekeeping service is of very 
great importance. Until recent years the nonpro- 
fessional group have had no trained department 
head. It is conceded that little time can be given 
by the busy executive, especially in a small hospi- 
tal, to a definite training program and the special 
supervision required. In supervising it has been 
found that, by giving written directions as to 
duties, time and tools required, the work is carried 
out more adequately with less loss of motion and 
energy. Praise for work well done and just cor- 
rection for negligence, with full explanation given 
in proper time and place, are very beneficial for 
cooperative working. 

One great problem to the housekeeper and hos- 
pital and a big item on the budget is floor main- 
tenance. The dietitian-housekeeper, with her 
knowledge in chemistry, is often able to save the 
hospital a great deal in knowing the proper clean- 
ing agents and equipment required for different 
floors, and by talking over with the workers the 
value of different cleaning agents, waxes, etc., and 
proper care of the equipment to be used. By try- 
ing different methods one can gain their confi- 
dence and more willing and efficient work. 


Care of Equipment 


The duties of the housekeeper include cleaning 
all hospital buildings, watching that proper sani- 
tary conditions are maintained, care of mattresses 
and furniture repairs, painting, wall cleaning, 
linen, floor maintenance, gardening. 

The housekeeper works directly under the su- 
perintendent, with whom she discusses major 
problems and changes. She works in close co- 
operation with auxiliaries, hospital aids, and the 
superintendent of nurses, who reports to her all 
housekeeping conditions not satisfactory and 
equipment in need of repair. This lessens friction 
and overlapping of work. 

The dietitian-housekeeper must have an orderly 
and neat appearance and her work must be car- 
ried out in the same way. Neatness and order 
are essentials in an institution and must be con- 
tinually in the minds and thoughts of everyone 
concerned in housekeeping. The dietitian-house- 
keeper’s ability to instill these facts into the minds 
of all her employees will be governed by her own 
attitude. 

After setting all these facts before you, we re- 
peat, no hospital is too small to have a dietitian, 
and her duties may be combined with those of 
housekeeping to make for a better and more effi- 
ciently run institution. 
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Hospital Services of Great Britain 


ARTHUR S. BAILLIEU 


Editor’s Note—This is the third of a series of articles on American and European Hospitals. 


Out-Patients 


recently instituted an enquiry into the general 

question of “Out-Patients.” A questionnaire 
was issued to 78 hospitals and the committee, by 
which the enquiry was conducted, held 13 meet- 
ings, in the course of which oral evidence was 
given by 87 witnesses representing 20 hospitals 
and 9 other agencies and associations. Among the 
questions examined was that of the “Financial 
Suitability: of Out-Patients,” and it has been 
thought that the considerations put before the 
committee and the conclusions reached by that 
body may possibly be of interest to 10 hospital au- 
thorities in Australia. 


Te King Edward’s Hospital Fund for London 


The question of the financial suitability of pa- 
tients for treatment by the hospitals, with fhe aid 
of charitable funds and the voluntary service of 
physicians and surgeons, falls into three parts: 


1 Are the hospitals treating patients who, be- 
ing major cases, could obtain efficient special- 
ist or consultative diagnosis and treatment 
elsewhere at a cost within their means? 


2 Are the hospitals treating many patients who, 
being minor cases, could obtain elsewhere, 
within their means, the kind of diagnosis and 
treatment they need? 


3 Are the hospitals treating many patients who, 
whether major or minor, are so poor that 
their condition cannot be efficiently remedied 
without the provision of non-medical aid from 
the Public Assistance Authorities; and, if so, 
is it desirable that the hospitals should treat 
such cases? 


The second and third of these have a direct 
bearing on the question whether it is desirable 
and practicable for the hospitals to reduce over- 
crowding and waiting by referring minor cases 
to other agencies. 





1Extract from the Report of the Committee appointed to in- 
quire into ‘“Out-Patient Methods” at London Voluntary Hos- 
pitals as affecting suitability of patients. 
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Maximum Income Limits and Other Definitions 
of Suitability 


The definition of financial suitability, as regards 
the hospitals taken as a whole, has been consider- 
ably simplified by the general adoption of a scale 
of income limits above which a patient is not 
normally regarded as suitable. The usual scale is 
the one agreed upon by the hospitals when the 
Hospital “aving Association was founded in 1922, 
viz.: £4 a week for a single man, £5 for a married 
couple, £6 for a married couple with children un- 
der 16.’ 


Patients whose income does not exceed the pre- 
scribed maxima are accepted by the hospitals 
without further inquiry. Where the voucher of 
a contributory association is, by mutual agree- 
ment, accepted as proof that the member’s income 
is within the limit, no inquiry is made at all. This 
fact has done much to establish the scale as the 
general standard. 


The more general definitions of financial suit- 
ability include such phrases as “those unable to 
pay for the specialist services required” or, still 
more general in wording, “those needing investi- 
gation or treatment which they cannot get within 
their means except at a hospital,” “those unable 
to pay consultants’ fees, or, in certain circum- 
stances, the fees of a general practitioner.” These 
definitions, and particularly the last one quoted, 
illustrate the difficulties that arise in judging 
solely by a definite income limit, in view of the 
differences in the elaborateness and cost of the 
various services provided by the hospital and the 
equally numerous differences in the circumstances 
of the individual patients. 


Patients Above the Income Limit 
Where the income of a patient is above the 


2This scale is known alternatively as the Hospital Saving As- 


= sociation scale, the British Hospitals Association scale, and the 


British Medical Association scale, having been adopted by all 
these bodies, or as the Hospitai Patients’ Standard. A very 
small number of hospitals prefer different scales for their own 
guidance, e. g., £5 to £7; or for labor class 37s. 6d. to 87s. 6d., for 
clerks 50s. to £5. 


109 








scale, the question of suitability will depend partly 
on his domestic commitments, the expenses of his 
illness, and his other financial circumstances, and 
partly on the nature of the medical service which 
he needs. If all that is necessary is the treatment 
of a minor ailment no question arises; the scale 
excludes him. But he may require some consulta- 
tive or specialist diagnosis or treatment, and he 
may not be able to pay the private cost of both, 
or perhaps not even of either. 


In such cases the hospital may, according to 
its view of the circumstances, supply the service 
and ask him to contribute to the hospital funds 
his fair share of the cost; or it may advise him 
to obtain what he needs privately, or it may refer 
him to some physician or surgeon, perhaps a mem- 
ber of its own honorary staff, who will see him 
for a reduced fee. If he comes with a recommen- 
dation from his doctor the hospital will be guided 
largely by the information supplied from this 
source; we are sometimes told that greater lati- 
tude is allowed in such cases, or that a doctor’s 
recommendation is accepted as being in itself suf- 
ficient evidence of suitability. Sometimes the hos- 
pitals will only treat such a patient if he brings 
a doctor’s letter, and will, if he has no doctor, ad- 
vise him how to get into touch with one. 


An alternative method has recently been grow- 
ing up whereby consultations at reduced fees on 
some standard scale are available, in suitable 
cases, for patients who are slightly above the in- 
come limit, or who are willing to pay extra for 
the service, or who, as insured persons or mem- 
bers of a contributory scheme, are entitled to re- 
ceive a limited sum to cover the cost. Recently, 
special clinics have been established in this way, 
at the ophthalmic hospitals and elsewhere, for per- 
sons entitled to ophthalmic benefit; a few hos- 
pitals have provided facilities for general consulta- 
tions at reduced fees; and, outside the hospitals, 
the principle of a general list of consultants who 
are willing to see suitable cases on this basis has 
been agreed upon between the Hospital Saving 
Association and the British Medical Association. 
It is anticipated that such arrangements as these 
will relieve the out-patient departments to some 
extent. It has been suggested that they may at 
all events provide an alternative for some of the 
patients who are least tolerant even of the most 
unavoidable amount of waiting. But the number 
of out-patients likely to be affected by any of these 
methods is said to be small. 


The Very Poor 


At the other end of the financial scale come the 
patients whose incomes may not be able to pro- 
vide them with the necessaries of life even when 
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in health. All hospitals now have, through their 
almoners or other officers with a similar function, 
the means of putting patients into touch with 
charitable agencies. But it has often been urged 
that where the patient is so poor as to need more 
non-medical aid than can be supplied in this way 
the treatment received from the hospital can pro- 
duce no permanent benefit, and that he had better 
be dealt with by the Public Assistance Authority, 
which can supply both medical treatment and any 
other form of relief required in order to make the 
treatment effective. This argument is applied 
with special emphasis to cases which are already 
receiving public assistance either for themselves 
or for their families.* 


This view has been adopted by some hospitals, 
and applied in individual cases through the al- 
moner and the hospital doctor acting in coopera- 
tion. It is approved by some in theory but carried 
out leniently in practice, in view of the require- 
ments of medical education and the difficulty aris- 
ing out of the element of deterrence traditionally 
associated with the Poor Law. By some it has 
been definitely disapproved as being inconsistent 
with the object for which they were founded, 
which was the treatment of the sick poor. In 
accordance with the principle to which we referred 
in our historical section, we shall not ourselves 
express any opinion until we have considered the 
nature of the alternative provision which has grad- 
ually been developed for such cases, first under 

he Boards of Guardians and more recently under 
the County Authorities. 


The decision on this point will affect the ques- 
tion of the extent to which hospitals could, with- 
out detriment, reduce the attendance of minor 
cases by referring them to other agencies; though 
judging from the experience of hospitals which 
have adopted the principle, the numbers who 
would be affected by the decision might not be 
very large compared with the present totals of 
out-patients. 


The Intermediate Classes 


The problem of the hospital patients who are 
below the maximum income limit but are nor- 
mally self-supporting is a much larger one than 
either of the others, and it has a much more im- 
portant bearing on the question whether there is 
any excessive number of minor cases which could, 
without financial hardship, be referred elsewhere. 
As we have already seen, the Hospital Saving 
Association, for whose members the income limit 


‘In the whole of our discussion on this subject we must be 
regarded as referring to average conditions, and not to periods 
of exceptional industrial depression when large numbers of pa- 
tients who are normally in regular work may be in receipt of 
public assistance. 
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as certified by the Association’s vouchers is con- 
clusive evidence of financial suitability, has, on 
the question of medical suitability, officially 
advised its members that they should not regard 
the hospitals as places for the treatment of trivial 
ailments, but should first consult their own gen- 
eral practitioner. But the question how far this 
policy could be generally carried out by the mem- 
bers of the Association, or be adopted and applied 
to all patients by the hospitals, involves the ques- 
tion how far those who now attend the out-patient 
departments with minor ailments could obtain 
elsewhere the services they need. 


On the question whether any large proportion 
of hospital out-patients within the income limits 
could afford to obtain treatment from general 
practitioners, the evidence we have been able to 
obtain is not conclusive. Large numbers, of course, 
can do so through the panel system of the Na- 
tional Insurance Act, but this does not apply to 
their dependents, nor to other uninsured persons. 


The witnesses from the British Medical Asso- 
ciation were positive that large numbers of these 
could obtain general practitioner treatment, either 
by direct payment or by making use of some form 
of voluntary insurance such as that provided by 
provident dispensaries. The scheme for strictly 
consultative out-patient departments presupposes 
in fact that the vast majority of patients will have 
access to outside doctors either by one of these 
methods, or through non-provident dispensaries, 
or through the Public Assistance Authority. 


It was recognized at the time of the previous 
King’s Fund inquiry in 1911, that any scheme for 
effecting a substantial reduction in the numbers 
of minor cases would require a considerable devel- 
opment of provident agencies. This difficulty has 
been partly met by the National Insurance sys- 
tem, and we have had described to us a new form 
of provident agency designed to provide uninsured 
persons, in return for voluntary weekly contribu- 
tions, with all the benefits received by those who 
are compulsorily insured under the National sys- 
tem. We shall refer to these agencies in more 
detail later on. 


Large Group Between Insured and Those 
Receiving Public Assistance Who Cannot 
Pay General Practitioners 


On the other hand, we have received a good deal 
of evidence that, under present conditions, there 
are large numbers of uninsured persons who are 
above the class of applicants for public assistance 
and yet who cannot pay the fees of general prac- 
titioners. The Hospital Saving Association men- 
tions, as one of the difficulties in applying the 
principle of the doctor’s letter, the fact that the 
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charge made by the doctor, which covers, or should 
cover, an examination as well as the letter itself, 
is a serious burden on some of the members who 
have already paid, by their weekly contributions, 
their share of the cost of the hospital treatment 
itself. These charges are stated to range from 
1s. 6d. to 4s. though in very poor districts they 
may be as low as 3d. or 6d. for dependents of panel 
patients. Some of the small number of hospitals 
which have adopted the strictly consultative 
scheme, find it necessary to make exceptions for 
patients who cannot afford a doctor. Some of the 
large general hospitals have given us evidence of 
the numbers of patients who are unable to pay the 
contribution which is asked at each visit from 
those who can afford it. 


At one of the teaching hospitals 16 per cent 
of those coming without either doctors’ letters or 
contributory scheme vouchers were excused the 
usual 6d. a visit. At another 50 per cent paid 
1s. per visit, 10 per cent came with vouchers, and 
40 per cent were treated free. Even when allow- 
ance is made for the fact that the free cases would 
include patients who might, in a fully cordinated 
system, be regarded as more suitable for the Pub- 
lic Assistance medical service there seems no 
doubt that there is a considerable number who, 
at all events in the absence of any comprehensive 
provident scheme for uninsured persons, cannot 
pay the ordinary fees of general practitioners. 
This view is supported by the witnesses from the 
Charity Organization Society. 


Income Limit Only an Approximate Test 


This does not necessarily mean, however, that 
a substantial proportion of the patients whose in- 
comes are within the prescribed maxima could not 
obtain for themselves the treatment necessary for 
minor ailments if this was not supplied by the 
hospitals. The income limit, although a most use- 
ful guide in connection with the specialist services 
of the hospitals is only an approximate test of the 
financial suitability of minor cases; and it has long 
been recognized as one of the difficulties of out- 
patient organization that a complete inquiry into 
the circumstances of all the patients in the cas- 
ualty and out-patient departments would be a 
practical impossibility. We have no evidence that 
there is at present any considerable amount of 
what used to be called hospital abuse. 


Witnesses representing general practitioners 
spoke of it as unfair that people who could afford 
to pay by provident methods should get treatment 
from hospitals for nothing. But the British Med- 
ical Association did not, as they did at the time of 
the inquiry in 1911, bring any general charge 
against the out-patient departments of competing 
with the livelihood of private practitioners. The 
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problem as now stated is rather one of making 
the best use of the hospitals as well as the other 
agencies and of avoiding overlapping, and the 
question whether any considerable number of 
minor cases can afford to pay arises mainly as part 
of the question whether, if it were thought desir- 
able on other grounds to reduce the numbers of 
minor cases, the patients who would have to be 
excluded could, without financial hardship, obtain 
the necessary treatment elsewhere. 


Conclusions 


That the movement towards the more consulta- 
tive use of out-patient departments, except for 
emergencies, should therefore be encouraged, 
though patients who desire a second opinion and 
are unable to pay consultants’ fees should con- 
tinue to have access without doctors’ letters; that 


minor cases should be sifted from major cases and 
referred to appropriate alternative agencies, in- 
cluding general practitioners in private or panel 
practice and the various voluntary, provident or 
statutory agencies, so far as this can be done with- 
out hardship to the patients or detriment to their 
treatment or to medical education; that other 
agencies treating only minor cases should, in their 
turn, send patients to the out-patient departments 
for consultative opinions or specialist treatments ; 
and that various improvements should be made in 
the procedure for doctors’ letters and hospital 
replies. 


That these recommendations should be so ap- 
plied as to promote the discovery and adoption of 
a common policy, while maintaining the individu- 
ality and freedom characteristic of the voluntary 
system. 





Report of a Study of Medical Care in Cook County 


A comprehensive study of the medical care re- 
quired and available in Cook County, conducted 
by Dr. William H. Walsh under the auspices of 
the Committee on Medical Economics of the Chi- 
cago Medical Society of which Dr. Herman L. 
Ketschmer is chairman, was submitted recently 
to the American Medical Association as a part of 
the nation-wide study sponsored by that organ- 
ization. 


Some idea of the wide scope of this report may 
be gleaned from the following topics, each of 
which are discussed: Medical and dental services; 
hospital and out-patient services; nursing serv- 
ices; health department activities; services pro- 
vided by welfare and relief agencies; health and 
medical services provided by schools, colleges and 
universities; medical and hospital services pro- 
vided by various fraternal, labor, and other organ- 
izations; services given by pharmacies; group 
hospitalization; and ambulance service. 


We are particularly interested here in the re- 
port as it touches hospital service and in that con- 
nection it is interesting to note a recommendation 
that the various city and county hospitals located 
in Cook County, which are incoordinated with 
each other and sometimes work at cross purposes, 
be placed under the control of a Metropolitan Hos- 
pital Board, thereby assuring an integrated public 
hospitalization program. 


It is pointed out that while there appears to be 
a sufficiency of hospital units to serve the popu- 
lation of the city and county, the geographical dis- 
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tribution is faulty and there is an insufficient 
number of beds available for free and part pay 
patients, particularly for children, maternity 
cases, and the colored race. The lack of accom- 
modations for the chronic and convalescent, men- 
tal cases, and for the tuberculous is deplored and 
the existence of about thirty unregistered hos- 
pitals is presented as reflecting little credit on the 
physicians who support them by their patronage. 


The Committee strongly endorses group hos- 
pitalization as approved by the American Hos- 
pital Association, as opposed to commercial plans; 
the early establishment of the plan of public 
emergency ambulance service proposed by the Chi- 
cago Hospital Council and allied organizations is 
urged, and a plea is made to the voluntary hos- 
pitals to adopt a model accounting system through 
which it will be possible to compare more accu- 
rately one institution with another. 


The major conclusion of the study is that the 
supply of medical care in Cook County is suffi- 
cient to meet the active demand for all urgent re- 
quirements, but a distinction is made between 
active demands and actual needs. Another im- 
portant recommendation of interest: here is that 
steps be taken by the State Medical Society to for- 
mulate a voluntary insurance plan for the dis- 
tribution of medical services. 


The report is attractively presented in mimeo- 
graphed form and bound. There is a table of 
contents but no index. 
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Legal Decisions of Interest to Hospitals 
No upon court decisions which affect hos- 


pitals, or where the hospital was a party 
to the litigation. 


Recent Cases 


Whether University Hospital Is Liable for 
Negligence of Employees 


Vanderbilt University v. Henderson, 127 S.W. 2d 

284 (Tenn.). 

The question raised by this appeal was whether 
a hospital, operated by the university as a charita- 
ble enterprise, was liable for the negligence of 
employees. e 

Henderson sued to recover damages for per- 
sonal injuries received when he was permitted to 
get out of his bed, and when, in so doing, he came 
into contact with a radiator and was burned. 


The defendant raised a defense going to the 
merits, and pleaded specially, that it was a chari- 
table institution, and that plaintiff, as a recipient 
of the charity, could not recover. Plaintiff then 
pleaded that the defendant was covered by a pol- 
icy of indemnity insurance whereby a certain in- 
surance company had agreed to pay any judgment 
recovered against the defendant, based upon its 
negligence. A judgment was entered in favor of 
the plaintiff, and this appeal followed. 


The question presented to the court, then, was 
whether the fact that defendant had secured in- 
surance would enable a litigant to satisfy a judg- 
ment by attempting to reach such funds. In an- 
swering the question it was said: 


“It is generally held that a charitable in- 
stitution is not liable for the negligence of its 
agents and servants. .. . It is likewise held 
that the rule of non-liability of a charitable 
institution is not changed by reason of the 
fact that it carries liability insurance to pro- 
tect it against liability which the law imposes 
upon it.... 


“But we think that in this State this rule of 
non-liability extends no further than the pro- 
tection of the trust property of the charitable 
institution from being diverted from the pur- 
poses of the charity to the satisfacion of a 
tort judgment.” 

The court then passed to a consideration 
whether the insurance was part of the funds 
which might be reached by a tort judgment in 
satisfaction of the claim of the plaintiff, saying: 
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“But where the institution has other prop- 
erty than that devoted directly to the charita- 
ble use, it may be held liable for the negli- 
gence of its agents and servants and such 
other property taken to satisfy such liability.” 


In connection with this problem language from 
an earlier Tennessee case was quoted: 


“,.. ‘Upon consideration of the cases deal- 
ing with the question, and reflecting upon the 
true principle involved, we think it fairly may 
be said that the exemption and protection 
afforded to a charitable institution is not im- 
munity from suit, not nonliability for a tort, 
but that the protection actually given. is to the 
trust funds themselves. It is a recognition 
that such funds cannot be seized upon by ex- 
ecution nor appropriated to the satisfaction 
of a tort liability. And certainly it is no de- 
fense to a tort action, that the defendant has 
no property subject to execution.’ ” 


“*This, we think, is a recognition that a 
charitable institution is liable for a tort of its 
agent and may be pursued to judgment; but 
that the institution’s trust property cannot be 
taken to satisfy such judgment, and that 
where such institution has liability insurance, 
such insurance is not trust property of the 
institution and may be appropriated to the 
satisfaction of such judgment.” 


The court next turned to a consideration of the 
question whether the plaintiff could be held to 
have waived his right of action because of the 
fact that he had accepted benefits of the charity. 
On this point it was said: 


“In the present case the plaintiff, a paying 
patient, was delirious and irrational at the 
time he was taken to the hospital and at the 
time of receiving his injuries. We do not 
think that he can justly be held to have 
agreed to waive a right of action which the 
law gives him to recover for his injuries. We 
believe there is as much reason and justice in 
public policy for compensating a patient for 
injuries suffered by him through the negli- 
gence of the agents of a charitable institution, 
as there is for compensating a stranger for 
injuries so inflicted. Such an institution’s 
trust property is protected from being applied 
to satisfy such liability in either case; but 
where it has liability insurance, we believe 
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such insurance should be as available to a 
patient as to a stranger, where such patient 
has paid for service rendered him by such 


institution.” 
————_g>——_—— 


Wisconsin 


Whether Charitable Hospital Is Liable for the 
Personal Injuries of a Stranger to the Charity 


Bachman v. Y.W.C.A., 179 Wis. 178, 191 N.W. 
761. 


This action was brought against a charitable 
corporation to recover damages for personal in- 
juries caused by the fall of the screen from prem- 
ises under the control of defendant. A judgment 
in favor of the plaintiff was reversed. 


The question presented to the court was whether 
a stranger to the charity could recover damages. 
In holding that plaintiff, although a stranger to 
the charity, could not recover, it was said: 


“In Morrison v. Henke, supra, upon the 
facts there presented the question was neces- 
sarily limited in its application to whether 
or not there should be liability on. the doctrine 
of respondeat superior to a patient who was 
within its walls for treatment. The question 
here presented is as to whether or not there 
shall be the same exemption from liability for 
negligence of the employees towards one who 
was a stranger, so far as receiving service or 
benefit from such charitable organization, is 
concerned. Upon the principle of our decision 
in the former case we can see no reason why 
the same doctrine of non-liability should not 
apply to the stranger in this case as to the 
patient in the other. The fundamental reason 
why a charitable organization should not be 
held liable under the doctrine of respondeat 
superior is not based upon any situation that 
the injured person may occupy towards the 
charitable corporation, but upon the inher- 
ent and well-recognized distinction between 
such charitable corporations organized, as 
they are, with the primary and principal pur- 
pose of assisting the sick, unfortunate, or 
needy, or other instances of deserving hu- 
manity, and without provisions for or ex- 
pectancy of receiving financial returns for 
such particular service, compared with cor- 
porations which are primarily and principally 
organized for or in expectation of private 
gain.” 


In some states, a stranger to the charity, i. e., 
one who does not receive benefits of the charity, 
may recover from the particular institution on 
the ground that he is not a recipient of any of the 
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bounty of the defencant, and therefore the rule 
of respondeat superior does apply. 


awe ee 


Action to Recover Damages from Individual 
Defendant and Hospital for Burns from 
Hot Water Bottle 


Kuglich v. Fowle, et. al., 185 Wis. 124, 200 N.W. 
648. 


The action here was against an individual de- 
fendant and a hospital to recover damages for 
personal injuries received by plaintiff as the re- 
sult of a burn from a hot water bottle. A judg- 
ment against the individual defendant was af- 
firmed, while the judgment against the hospital 
was reversed with instructions to dismiss the 
complaint as to the hospital. 


It appeared that several bottles had been ap- 
plied to the patient and that the one which caused 
the burns had been wrapped by the attending 
physician. 


In the discussion of liability it was said: 


“We come to a different conclusion, how- 
ever, upon, the question of the hospital’s lia- 
bility. The liability of the hospital is predi- 
cated upon the fact that it was the duty of 
the nurses to wrap these bottles, and that the 
hospital is responsible for such negligent 
wrapping. It is conceded, however, that the 
nurses had nothing to do with wrapping this 
particular bottle. True, Dr. Fowle was an 
officer of the corporation. which owned the 
hospital, and was the real manager thereof. 
However, upon this occasion he was the 
physician of the plaintiff. The nurses in at- 
tendance were not only under his direction 
as plaintiff’s physician, but, so far as this par- 
ticular bottle was concerned, he discharged 
the nurses and the hospital of any duty with 
respect thereto by wrapping it himself. This 
he did in his capacity as plaintiff’s physician, 
and not in his capacity as manager of the hos- 
pital. The liability of the defendant hospital 
must be tested by the same principle that 
would govern the liability of any other hos- 
pital in. which the defendant Fowle had no 
interest. If he had taken the plaintiff to any 
other hospital, and taken the matter-of wrap- 
ping the bottles into his own hands, it is diffi- 
cult to see upon what principle such hospital 
would be liable for injury resulting from the 
negligent wrapping of the bottle. We dis- 
cover no principle upon which the judgment 
against the defendant hospital can be sus- 
tained, and the judgment must be reversed 
upon the appeal of the Ogden Hospital.” 
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Whether Hospital Liable for Personal Injuries 
Due to Incompetent Employees 


Schumacher v. Evangelical Deaconess Society of 
Wisconsin, 218 Wis. 169, 260 N.W. 476: 


The cause of action for personal injuries was 
here grounded upon the alleged negligence of de- 
fendant in selecting incompetent employees. A 
judgment of dismissal was entered, and upon this 
appeal, the judgment was affirmed on the ground 
that defendant was a charitable institution. 


In discussing the liability of the defendant it 
was said: 


“In the Morrison Case, supra, it seems to 
have been assumed that the defendant therein 
might have been held responsible had the 
action been grounded on negligence in selec- 
tion of the nurse whose negligence caused the 
injuries of plaintiff. While a multitude of 
cases are cited in the opinion as holding that, 
‘in the absence of any negligence in their se- 
lection, charitable hospitals are not liable to 
their patients for the torts of their servants’, 
this does not necessarily mean that if there is 
negligence in the selection of their servants 
such hospitals are responsible for the latter’s 
torts. 


“The basis of the rule adopted by this court 
exempting charitable hospitals from liability 
for the negligence of their servants is above 
stated to be that, because these hospitals per- 
form a quasi public function akin to that per- 
formed by municipalities in performing gov- 
ernmental functions; justice and public policy 
require that the doctrine of respondeat su- 
perior shall not be applied. 


The reason for the rule as applied to the 
negligent acts of servants applies with equal 
force whether the negligent act be of a nurse 
or other employee employed by the hospital, 
or the negligence of its manager or manag- 
ing board in selecting the nurse or other em- 
ployee. Furthermore, the hospital can act 
only through its agents in selecting its em- 
ployees. The agent who selects the employee 
is an agent of the hospital corporation in no 
different sense than is the employee whom 
the corporation through its agent selects. The 
duties of the two agents are different, but the 
agency relation is the same, and if the doc- 
trine of respondeat superior does not apply 
to the acts of one such agent, it should not to 
the acts of the other. 


“Upon reason, if a charitable hospital is 
exempt from liability for negligent acts of 
its incompetent employees committed upon its 
patients, it is exempt from liability for negli- 
gence of its managing agents in selecting 
those incompetent employees. Precisely the 
same reason lies for exemption in both cases 
and it lies precisely to the same extent. 
Finally, the court concluded: 


“A physician is in many cases the managing 
agent of a hospital. That such a hospital 
should be exempt from liability for the tort 
of its managing ayent in himself negligently 
performing an operation which he was in- 
competent to perform, and should be liable for 
the negligence of the same physician in dele- 
gating another physician to perform it who 
was incompetent and negligently performed 
it, is utterly irreconcilable, in view of the 
basis for exemption in the first instance.” 
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Arthur H. Harrington Assembly House Dedicated 


On Wednesday, October 25, 1939, the new audi- 
torium building at the State Hospital for Mental 
Disease, Howard, Rhode Island, was dedicated to 
Dr. Arthur H. Harrington and named the “Arthur 
H. Harrington Assembly House.” 


The program consisted of two parts, a memorial 
service held at 12:30 p.m. in the Congregate Din- 
ing Hall, at which organ selections and selections 
by the choir were rendered and prayers offered by 
the three hospital chaplains. Following this, lunch 
was served, and at 2:30 p.m. the dedicatory ex- 
ercises were held in the main hall of the auditor- 
ium. Mr. Vincent Sorrentino, Director of Social 
Welfare for the State of Rhode Island, presided. A 
preliminary address was given by the Honorable 
James O. McManus, Lieutenant-Governor, follow- 
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ing which Dr. John E. Donley gave the dedicatory 
address and formally dedicated the building as the 
Arthur H. Harrington Assembly House. 


Dr. Donley paid a very eloquent tribute to Dr. 
Harrington and the work for which he was re- 
sponsible at the State Hospital. The exercises were 
opened and closed with selections by the symphony 
orchestra of the Works Projects Administration 
music project of Rhode Island. There was a large 
attendance representing friends of Dr. Harrington 
in professional and business life, and there were 
many present representing various social welfare 
organizations in the state. Psychiatric representa- 
tives from adjoining New England states also took 


part. 
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FOR THE INSTITUTION 


ERVACE 
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Hospital Service Plan News. 


Prepared by the Commission on Hospital Service 
and the Council on Hospital Service Plans 


Cleveland Court Upholds Payroll Deductions 


HE executive director of the Cleveland Hos- 
Tei Service Association, John A. McNamara, 
has made available copies of a legal opinion 
which may have far-reaching effects in achieving 
cooperation between local governments and non- 
profit hospital service plans. This is the opinion 
of Judge Lee E. Skeel in the Court of Common 
Pleas, Cuyahoga County, Ohio, concerning the 
authorization of payroll deductions for govern- 
ment employees. The following excerpts from 
Judge Skeel’s opinion are significant for the 
future of non-profit hospital service plans. A copy 
of the complete report may be obtained from the 
Commission. on Hospital Service or directly from 
the Cleveland Hospital Service. 
“This is an action for a declaratory judgment 
in which the City of Cleveland seeks a determina- 
tion by this Court as to the validity of its Ordi- 


nance No. 1163-39, and further a determination. 


of the extent to which various officers of the city 
may use the facilities at their disposal in their 
respective public offices to carry out the mandates 
of said ordinance. 

“The ordinance which was passed by the City 
Council of the City of Cleveland, approved by the 
Mayor on July 24, 1939, was adopted under the 
authority of Section 669-12 of the General Code of 
Ohio as amended by Senate Bill No. 181 of the 
93rd General Assembly and becoming effective as 
of July 12, 1939. Section 669-12 provides as fol- 
lows: 

“‘An employee or employees of the State of 
Ohio or any political subdivision or district 
of the State of Ohio, or of any institution sup- 
ported in whole or in part by the state, may 
authorize the deduction from his or their 
salaries or wages of the amount of his or their 
subscription payments to any corporation 
operating a non-profit hospital service plan as 
provided in this act.... 

“This ordinance was substituted for a former 
ordinance (September 28, 1936) of the City of 
Cleveland which was repealed upon the enactment 
of the above ordinance, and for that reason and 
for the purpose of clarity it seems advisable to 
state some of the significant facts and history of 
this legislation. 

“The Cleveland Hospital Service Association, 
one of the defendants in this action is a non-profit 
corporation originally organized under Section 
669 of the General Code before it was amended 
in 1939. The purpose of this association was to 
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provide low cost hospitalization for all persons 
who are employed and subscribe to its plan. It 
also insures the participating hospital’s payment 
for services rendered to such subscribers. The 
plan itself is based upon pay roll deductions made 
by the employer at employees’ direction in connec- 
tion with employee groups. 

“The employees of the City of Cleveland have 
been afforded the opportunity of subscribing to 
this plan for more than five years under the 
earlier state law and Cleveland ordinance and to 
date there are over 5300 employees of the City of 
Cleveland who have. become members of the asso- 
ciation. 

“Tt is claimed on behalf of the opponents of the 
plan that Section 669-12 is unconstitutional be- 
cause in carrying out its provisions it is necessary 
to expend public funds in the interests of the Hos- 
pital Service Association, a non-profit private 
corporation. But such is not the fact. General 
Code 669-12 provides for the rendering of a ser- 
vice to the employees of the City of Cleveland just 
the same as would be true if the city in part 
supported a group insurance plan which is con- 
tributed to by any number of city employees. 


“As has been pointed out, the employees of the 
city who desired to take advantage of the plan. of 
the Cleveland Hospital Service Association make 
a written request to the proper officers of the city 
to deduct certain sums from their salaries or 
wages, and to forward such amounts each month 
to the Cleveland Hospital Service Association. 
The ordinance above referred to gives to the City 
of Cleveland the authority to grant such em- 
ployees’ requests, and to furnish them this service, 
when they become members of a hospital service 
association. as provided for by Section 669-12 Gen- 
eral Code. The sole beneficiaries of the acts per- 
formed by the employees of the City of Cleveland 
as authorized by this legislation are for the em- 
ployees of the city. If there is any cost to the city 
in performing this service it is incidental to and 
in the nature of additional compensation to such 
employees. 

“... the premiums or charges of the Cleveland 
Hospital Service Association are in no part paid 
out of public funds but are paid at the request of 
employees from moneys deducted from their pay 
rolls and the only detriment suffered by the City 
of Cleveland is the actual time which its pay roll 
clerks or officials spend in making the deductions. 


“The Court therefore finds that if any moneys 
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_,. Another WILL ROSS IDEA 


that hat@odlians. pécude 
the CONVERTIBLE. 

ALL- : , 
PURPOSE \. 


~\ 


BEDSIDE LAMP 


Conceived and developed by Will 

Ross more than ten years ago, the 

All-Purpose Convertible Bedside 

Lamp has proved a boon to the 

sick and a distinct aid to efficient 

hospital service. It meets every 

illumination need of the patient, 

nurse and doctor .. . for reading 

without eye strain; resting without 

the annoyance of overhead glare; 

as a convenience in making med- 

ical examinations, applying dress- 

ings and other bedside attentions. 

It provides direct or indirect light, M-650 Lamp, with 
high or low, concentrated or dif- night light at left. 
fused ... PLUS a subdued night M-600, right. 
light in the M-650. It has won thou- 

sands of friends ...and its popu- 

larity keeps growing every day. 


WILL URRY INCORPORATED 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 
3100 WEST CENTER ST . MILWAUKEE, WISCONSIN 


A 2848-14 
December, 1939 




















M. BURNEICE LARSON, Director 
The Medical Bureau 


There are hospitals famed for super 
work ... because their personnels 
are incomparable 


If you ever have a puzzled mind about the fame, the 
reputation that is yours, if you ever wonder why the 
difference in the stories told of this or of that great 
hospital when each is like the other, if you doubt the 
fairness of fate or circumstance that adorns one great 
hospital with fame and leaves its mate unknown .. . 


. will you challenge this? 
It’s men that make a hospital great! 


It’s men with eager questing minds and wills that can- 
not know defeat; it’s men and women with understand- 
ing minds and hearts; it’s men and women with skillful, 
nimble fingers; restless men called wise . . . with com- 
fortable, pleasant ways. 


THESE make your hospital great; none others can! 


In our files are people. They’re eager, understanding. 
They’re skillful, self-reliant. They’re warmly human, 
smart and spirited. They’re fiery, finer, smarter people 
. . . physicians, nurses, anesthetists, surgeons, supervis- 
ors, administrators, laboratory workers . . . and they’re 
waiting to be fitted into jobs that they would revel in, 
jobs that they would work and smile in and do all their 
tasks and more, and do them better than they need 
be done... 

. . til they’d take the puzzle from your mind, make 
your hospital great, spread its fame beyond the moun- 
tains as the home of medicine and surgery and philoso- 
phies . . . incomparable. 


Will you write? 


The MEDICAL BUREAU 


Palmolive Building, 919 North Michigan Ave. 
CHICAGO, ILLINOIS 
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are spent by the City of Cleveland in performing 
the mandates of this ordinance, that such moneys 
are spent for public purposes and for the exclusive 
benefit of its employees. Section 669-12 of the 
Ohio General Code which authorizes municipali- 
ties to pass ordinances such as 1163-39 of the City 
of Cleveland is therefore a valid exercise of the 
power vested in the Legislature by the Constitu- 
tion. of the state of Ohio. 

“The Court has already found that this legisla- 
tion is for the exclusive benefit of the employees 
of the City of Cleveland, and that Sections 1, 2 and 
24 of the Charter of the City of Cleveland author- 
ize and empower the passage of this type of Ordi- 
nance. 

“Even though there were no charter provisions 
such as have been quoted above, nevertheless the 
Ohio General Code, Section 669-12, which we have 
also found to be a valid statute would, in this 
Court’s opinion, enable and empower the City of 
Cleveland to pass ordinance 1163-39. 

“For the reasons above stated, this Court holds 
that Section 669-12 and ordinance 1163-39 are 
both valid exercises of legislative power and since 
the machinery set up by the officers of the City of 
Cleveland in furtherance of the mandates of this 
ordinance is in conformity therewith, we further 
hold that the method followed by the City of 
Cleveland with regard to its employees who have 
subscribed to the plan of The Cleveland Hospital 
Service Association is in all respects correct and 
proper.” 

* * * 

The suit to secure an injunction against the 
Minnesota Hospital Service Association from con- 
tinuing its service to the citizens of the state men- 
tioned in August Bulletin, was dismissed by order 
of District Judge Clayton Parks in Ramsey 
County on. November 4, 1939 (File No. 234,126). 
Two contract holders brought a suit for the ap- 
pointment of a receiver and to restrain the Asso- 
ciation from issuing contracts until it had com- 
plied with the insurance laws. The Association 
demurred to the complaint on the grounds that the 
individual contract holders had no right to bring 
this type of an action, particularly against the 
Association, a mere agent of the hospitals. 

The Court sustained the demurrer, holding that 
private individuals do not have the right to bring 
this type of an action, stating that the relief they 
sought was tantamount to a dissolution of this 
corporation and that only the State could bring 
such an action. The Court further suggested that 
the state may waive a right to insist upon this 
type of action. The Minnesota Hospital Service 
Association has operated with the full knowledge 
and consent of the public officials for six years. 

The Court further stated that to grant the 
plaintiff’s relief would be of no benefit to them but 
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on the other hand would be a great injury to them- 
selves and to the other contract holders. 


In Print 


Volume II, No. 2 of the Capital Hospital Service 
News, Harrisburg, Pennsylvania, contains an edi- 
torial by Dr. J. A. Daugherty, Secretary, which 
reads in part: “The Dauphin County Medical 
Society established an organization in 1936 which 
was called the Physicians’ and Dentists’ Business 
Bureau. This was used as a laboratory to experi- 
ment with some of the plans for easing the burden 
of sickness expense which were proving helpful 
in other communities. One of the plans which 
the Society initiated in 1938, with the cooperation 
of representatives of the local hospitals, was group 
hospitalization. This plan was unanimously ap- 
proved by the Dauphin County Medical Society. 

“Group hospitalization appeals to the medical 
profession because it does not disturb the physi- 
cian-patient relationship. The patient retains the 
physician of his choice and selects the hospital he 
desires to enter. For many persons in the com- 
munity, membership in the Capital Hospital! Ser- 
vice will mean better medical care tha: ould 
otherwise be available. 

“Socialized medicine has been a much discussed 
subject in recent years. Seldom has the term been 
defined, doubtless because of its complexity. 
Rightly or wrongly, it has been taken to mean a 
regimentation of doctors and all employed persons 
in the lower income brackets. In group hospitali- 
zation, however, we have a purely voluntary 
means of solving one part of the problem having 
to do with the cost of sickness. Certainly, it is 
the American way and is deserving of the whole- 
hearted support of the medical profession, the 
hospitals and the community.” 

Volume 1, No. 1 of the Hospital Service News 
Digest has just been issued by the Hospital Ser- 
vice Association of Northeastern Pennsylvania, 
Bennett Building, Wilkes-Barre, Pennsylvania. It 
announces enrollment of 8,875 persons; member- 
ship includes 351 groups of employees. Size of 
their average family contract is 4.1 persons, the 
Digest states. 

The November issue of Baltimore, a monthly 
magazine issued by the Baltimore Association of 
Commerce, has an article on the operation of 
Associated Hospital Service of Baltimore, written 
by J. Douglas Colman. 

New Participating Hospitals 

The Indiana Hospital, Indiana, Pennsylvania, is 
the newest participant in the Hospital Service 
Association of Pittsburgh. Sixty-eight member 
hospitals in 20 western Pennsylvania counties now 
serve the membership. 

The Arnold Gregory Memorial Hospital, Albion, 
New York, has just signed a contract with the 
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Hospital Accounting need not 


be a 
“HEADACHE” 


Change to 


PENN -WARD 
SYSTEM 


in 1940! 





NOW. . . is the time to consider adopting a 


new accounting system or revising your present 
one. Penn-Ward System conforms to A.H.A. Chart 
of Accounts. 

This System is a SIMPLE, SYSTEMIZED plan 
in a workable form. Easily adapted to meet the 
needs of the large or small hospital. 

No installation cost. 


Send for free manual. 
Bee STANDARDIZED | 
PHYSICIANS’ RECORD CO. 


The Largest Publishers of 
Hospital and Medical Records 


161 W. Harrison St., Chicago, Il. 











THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 
sition are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 


Chicago, Illinois 
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wash your 
PAINTED WALLS 


AND WOODWORK 
this better 
STREAK-FREE way 


How often do you wash your painted walls 
and woodwork? How much does it cost 
you to do this? Since you are up against 
these two questions all the time, it will pay 
you to know more about easier, faster, low- 
cost Oakite cleaning for this work. 


Whether it is washing surfaces to postpone 
the need for repainting, or to prepare them 
for a smooth, even coverage of new paint, 
you want quick cleaning action .. . action 
that is both easy and thorough, yet safe. 


For such purposes, Oakite cleaning is 
ideal. It is surprisingly easy AND THOR- 
OUGH. Just apply solution of the recom- 
mended Oakite material, following with a 
quick rinse, and surfaces are 

CLEAN. There will be no 

streaking. Write today for 

data on this and other hospi- 

tal maintenance tasks where 

you want to save money. No 

obligation. 


Manufactured only by 
OAKITE PRODUCTS, INC. 
27 Thames St.. NEW YORK, N. Y. 


Representatives in all principal Cities of the U. 8. 


OAKITE 
ertified CLEANING 


a MET? 











Hospital Service Corporation of western New 
York. At present all the hospitals in the operat- 
ing area of this plan have become member hos- 
pitals. 

St. Margaret’s Hospital, Spring Valley, Illinois, 
has become a participating member of Central 
Illinois Hospital Service Association. 

The Sturgis Memorial Hospital, Sturgis, and 
the Three Rivers Hospital, Three Rivers, both 
city hospitals, have joined the Michigan Society 
for Group Hospitalization. In both cases, the 
city commission authorized their participation. 

Enrollment in the Michigan plan passed the 
50,000 mark on November Ist. 

Meetings 

On December 5 there will be a regional meeting 
of directors of approved hospital service plans in 
Chicago at the American Hospital Association 
headquarters. Representatives from approved 
plans in the states of Illinois, Minnesota, Wiscon- 
sin, Iowa and Missouri will take part. On the 
following day there will be a meeting of the Coun- 
cil on Hospital Service Plans. 

* ok * 

The executive directors of several New England 
plans gathered informally in Providence, Rhode 
Island, on November 15, to discuss the possibility 
of a low-cost hospital service plan for low-income 
workers in the industrial and rural areas. Pres- 
ent were R. F. Cahalane of Boston, Paul Webb of 
Maine, Stanley Saunders of Providence, Robert 
Parnall of New Haven, C. Rufus Rorem, and 
Maurice J. Norby. , 


* * 


On November 16, the actuaries of several east- 
ern state departments of insurance met informally 
with Maurice J. Norby and C. Rufus Rorem, to 
discuss types of actuarial and financial statistics 
which are required by the enabling acts for non- 
profit hospital service plans. It was agreed that 
uniform reports would facilitate the work of 
regulatory bodies, and preliminary steps were 
taken for continued cooperation on a national 
basis between insurance departments and non- 
profit hospital service plans. 

* * * 

Plans are under way for the Pittsburgh conven- 
tion of hospital service plan directors to be held 
on January 24, 25 and 26 at the William Penn 
Hotel. 

Among the principal speakers will be Dr. Fred 
G. Carter, president of the American Hospital As- 
sociation, who will speak on “Interdependence of 
Hospitals and Plans,” Frank J. Chesterman, vice- 
president of the Pennsylvania Bell Telephone 
Company, who will speak on “Public Responsi- 
bilities of Hospital Service Plans,” and Msgr. John 
R. Mulroy, President of the National Conference 
of Catholic Charities. 
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The final program will be ready within two 
weeks and a copy will be sent to any interested 
and eligible person. Those eligible to attend the 
conference will be administrators, board mem- 
bers, trustees, and employees of approved plans; 
superintendents and trustees of participating hos- 
pitals; also representatives of bona fide plans in 
the initial stages of organization or operation by 
special invitation. 

On the second day of the Conference, it is 
planned to have sectional meetings on the special 
subjects of enrollment, public education, account- 
ing and office practice, and hospital admissions. 
On Friday there will be discussion of Committee 
reports and a general round table for open discus- 
sion. The first night of the conference will be 
marked by a banquet supervised by Abraham 
Oseroff serving as toastmaster. 


Changes 


Maximum hospital care for contracts in force 
four years has recently been increased from 27 to 
30 days by the Minnesota Hospital Service Asso- 
ciation. In six years of existence, more than 60,000 
subscribers have been hospitalized at a cost of 
$1,610,000 to the Association. 

* * * 

In the judgment of the Executive Committee of 

the Holston Valley Hospital service plan, the ac- 


cumulated surplus is sufficient to justify remission 
of dues for all classes of members for the month 
of December, 1939. Accordingly no dues will be 


collected or deducted by employers for that month. 
* * * 


Plan for Hospital Care of Chicago has just 
issued a new contract to all subscribers in new 
groups enrolled after November 6. The old con- 
tract will still be sold to new members in old 
groups. Benefits are similar to those offered in 
the old contract, except that maternity service has 
been limited to ten days and is available only to 
those paying the full family rate of $2.00 a month. 
The restriction of cases hospitalized in out-of-town 
hospitals to accident and emergency only has been 
removed, except in non-plan hospitals in the area 
served by Plan for Hospital Care. 

* * * 

The Associated Hospital Service of New York 
sent a form letter dated October 14 to all sub- 
scribers, notifying them that their present con- 
tract would be terminated at the expiration of 
their current contract year and a new contract 
issued. Subscribers who are now pregnant and 
who will be admitted to a hospital for such condi- 
tion after the expiration of their current contract 
year, will receive hospital service in obstetrical 
cases or for any condition arising out of and dur- 
ing pregnancy in accordance with their present 
contract, if 
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Rellevue 


IMPROVED HOSPITAL MODEL 


SUCTION AND PRESSURE UNIT 


Recent marked improvements equip the Bellevue Suction 
and Anaesthesia Apparatus more fully than ever for 
continuous operation and heavy hospital duty. 


Motor unit has been mounted on a steel cradle suspended on 
four coil springs. This constructive improvement absorbs all 
vibration and eliminates noise. 

The six lubrication points are united in one central automatic 


lubrication system. A single pressure of a conveniently located 
plunger assures lubrication during five hours of operation. 


The unit is now equipped with a one-gallon size suction bottle. 
The pressure and vacuum gauges and regulating valves of the 
Bellevue are on top of cabinet, easy of access. 


All features of the Bellevue are highly perfected and the unit is 
fire and explosion-proof. 


Send for descriptive folder giving full details. 


Sold Only Through Surgical Supply Dealers 





Price $345.00 


This price for unit operat- 
ing on 110-120 volt, 60 
cycles. On other voltage or 
cycles $10 extra. 





BUT YOU CANT 


CLOG IT! 


Surgeons are enthusiastic 
about the convenience of 
Septisol Dispensers in the 
scrub-up room. The Swivel 
Spout easily swings to 
right or left—puts the soap 
right where you want it— 
as much or as little as re- 


quired. And it can’t clog. Its special angular con- 
struction provides a sure, steady flow. When pres- 
sure is released, the sterile unused soap flows 
right back into the container—does not remain in 
the spout to harden and clog (as frequently hap- 
pens with ordinary dispensers). 


Septisol Dispensers are furnished in three models, Double Portable, 


Single Portable and Wall Type. 
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ST. LOUIS 


December, 1939 


Cle | s eliminates oll west. 


SEPTISOL SURGICAL SOAP 
is prepared specifically for use 
in scrub-up rooms. It lathers 
to a smooth, creamy richness, 
and helps eliminate danger of 
infection and roughness that 
comes from the use of harsh 
and irritating soaps. Madefrom 
pure Olive Oil, Cochin Cocoa- 
nut Oil, and other fine vegeta- 
ble oils. 


features of Septisol Dispensers 


soap, rangin, 


= t 


! 


drippin, 


“| Hospital superintendents welcome these 


So | hon Pk oe ‘ 1. Control Valve—This simple regulating device controls the flow of 
af a 4 from a few drops to a full ounce. This exclusive feature 


$e swing from left to right. Removable to permit eas 


Tee 2. Combination Spout Swivel Device and Filler Plog permis spout to 
ut ing. 
is 3. Horizontal Dispensing Spout cuts down overall height; eliminates 


J . 2 ise 4. Air , Valve. Foot operated—pneumatic pressure does the work. 
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1 Pregnancy existed on October 15, 1939 

2 Hospital admission occurs before August 15, 
1940 

3 Subscriber is enrolled under the new contract 
paying the family rate 

4 Subscriber’s charges are fully paid at the date 

of admission for hospital service 


South Side Hospital Service Plan 


The South Side Hospital Service Plan, Inc., Chi- 
cago, has received its charter from the Illinois de- 
partments of insurance and public welfare. The 
plan will be operated in connection with the Provi- 
dent Hospital, the largest voluntary hospital in the 
United States with a Negro medical staff, which is 
also a member-hospital of the city-wide Plan for 
Hospital Care. Rates will be $6 per year for an 
employed person and $12 for a family of two or 
more; dependents (other than husband or wife) 
will be expected to pay $1.00 per day while hos- 
pitalized. Provident Hospital will be paid $4.00 
per day for complete hospital service in the wards. 
Initial working capital of $5,000 has been granted 
by the Julius Rosenwald Fund. J. G. Lemon, man- 
ager of the new plan, recently spent a week in New 
Orleans studying the operation of the Flint- 
Goodridge plan there. Subscriber contracts will 
be available shortly after January 1, 1940. 


Miscellaneous 


Total enrollment of the 56 approved non-profit 
hospital service plans on October 1 was 4,013,347, 
compared to 3,885,534 for these same organiza- 
tions on July 1, 1939. The small net increase in 
total membership resulted from the cancellation 
of individual subscribers by Associated Hospital 
Service of New York. Among the other plans 
with more than 75,000 on July 1, enrollment for 
the three months grew as follows: Pittsburgh, 
120,000 to 143,000; Philadelphia, 140,000 to 
162,000 ; Cleveland, 215,000 to 233,000; Minnesota, 
280,000 to 296,000; New Jersey, 145,000 to 
153,000; Rochester, New York, 121,000 to 126,000; 
St. Louis, 76,000 to 82,000; New Haven, 103,000 
to 114,000; Chicago, 130,000 to 133,000; Massa- 
chusetts, 207,000 to 214,000; Buffalo, 75,000 to 
86,000; Syracuse, 85,000 to 90,000. 

* * * 

Governor M. Clifford Townsend of Indiana has 
appointed Miss Nellie G. Brown, superintendent of 
the Ball Memorial Hospital, Muncie, to the Com- 
mission for the study of Hospital Care Insurance, 
which includes representatives of medicine, busi- 
ness, hospitals and social work. 

* * * 

On Thursday, November 9, Carl M. Metzger, 
director of the Buffalo plan, spoke on “Hospital 
Service Plans vs. Commercial Insurance” at the 
Western New York Hospital Council meeting. 
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Harold Maslow has been added to the staff of 
the Associated Hospital Service of Philadelphia. 
* * ok 

The Tampa Municipal Hospital, Tampa, Florida, 
is taking the initiative in organizing a group hos- 
pitalization plan by making a drive for operating 
funds of $5,000 among the city’s chief business 
houses. 

* * * 

The Buffalo Teachers Federation sponsored a 
third enrollment of Buffalo teachers in the Hos- 
pital Service Corporation of Western New York, 
resulting in their becoming the third largest en- 
rolled group in Buffalo. 

* * * 

E. P. Lichty, formerly with Associated Hospital 
Service of New York, has become assistant direc- 
tor of Hospital Service, Inc., of Iowa, which has 
located its headquarters in the Insurance Ex- 
change Building, Des Moines, Iowa. 

* * * 

The recently organized Hospital Service Cor- 
poration of Rhode Island announces the enroll- 
ment of the largest family known to date, that of 
Joseph F. Bradshaw, a boss quiller at the Provi- 
dence Braid Company, his wife and thirteen chil- 
dren. 

* ok tk 

On October 16 the Colorado Hospital Service 
Association celebrated its first anniversary with a 
radio broadcast over KFEL, Denver, Colorado, in 
which David J. Main, Vice-President of the plan, 
Mayor Benjamin F. Stapleton of Denver, Dr. 
Arthur J. Markley, Tom Egan, Superintendent of 
the Denver Dry Goods Company, and William 
McNary, director of the plan, took part. Copies 
of the broadcast have been sent to all the hospital 
service plans. : 

* * * 

Launched by a proclamation from the Mayor of 
Philadelphia, a special Hospital Service Week was 
set aside from November 7-15 to mark the first 
birthday of the Associated Hospital Service of 
Philadelphia. Events included 20x40 feet banners 
suspended across two of Philadelphia’s principal 
streets, lights on the City Hall, special radio time, 
summary reports mailed to physicians and min- 
isters, newspaper stories, editorials and pictures, 
hospital service booths at the Philadelphia Food 
Show and at the Candy Show. 

On November 15, 1939, the Plan maternity care 
benefits became available to subscribers. The plan 
employees contributed voluntarily towards the 
purchase of a complete layette for the first baby 
born under the Plan. The Philadelphia Hospital 
Association offered a baby coach to the second 
baby, and the Philadelphia County Medical So- 
ciety was the donor of a bassinette, a bathinette, 
and baby scales for the third baby. 
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New PorTaABLe ASPIRATING PUMP 


Perfected Unit Provides 
Suction for Every Purpose 
Wherever Needed 





In the obstetrical department, treatment room, private room or 
ward—wherever aspirating is required—the new Gomco No. 
789 Electric Suction Pump is indispensable. This portable 
unit is ideal for bronchoscopical, tonsil and urologic aspirat- 
ing. In conjunction with the Gomco infant mouth aspirating 
tube, it provides a superior means for safely aspirating mucus 
from the mouth of the newborn infant. 
Whenever an emergency need arises, this pump can be easily 
transported to any part of the hospital; it weighs but 18 lbs. 
It is equipped with a 32 oz. vacuum bottle, and control valve 
which provides absolute and infinite control. The exclusive 
Gomco Over-flow valve protects the pump against flooding, 
for if the bottle is inadvertently allowed to over-flow, suction is 
automatically cut off. The precision pump is amazingly silent, 
and requires little attention. The Gomco name means qual- 
ity—years of trouble-free service. 
Your supply house will demonstrate the advantages of this 
pump. In white aseptic enamel finish, $82.50. Infant Mouth 
Aspirator, $4.50. Matching Stand also available. 
GOMCO SURGICAL ee CORP. 
87-91 ELLICOTT STREET BUFFALO, N. Y. 





GOOD HOSPITAL FOOD 
starts with GOOD KITCHENS 


... good kitchens start with 


Duparquet Equipment | 
OOD food is good business for 
hospitals from the standpoint of patients and 
the public. The experience gained from plan- 
ning kitchens for many leading hospitals is 
available through our planning bureau. Our 
specialists have solved or helped to solve some 
of the most stubborn food service and equip- 
ment problems. Duparquet equipment, made 
in our own factory, plus the experience of this 
organization, is a combination that means 
EFFICIENT KITCHENS. Call or write one 
of our three offices. 


NATHAN STRAUS~DUPARQUET-: Inc. 


SIXTH AVENUE « EIGHTEENTH TO NINETEENTH STREETS » NEW YORK 
Telephone WAtkins 9-5200 


Boston * DUPARQUET, HUOT & MONEUSE CO. 
491 Atlantic Ave. Phone Hancock 7275 
Chicago *» DUPARQUET RANGE CO.- 
225 N. Racine Ave. Phone Seeley 3927 





When You Buy 


How close do you hold the dollar sign, when you 
buy? 


The price on the tag doesn’t determine the cost of 
the garment. The actual cost of hospital apparel 
depends on its length of life. 


That is why the cost per-patient-day of Marvin- 
Neitzel apparel is low. It gives longer service. That 
has been the experience of hospitals using Marvin- 


Neitzel products. 


The reason is simple. We have been making gar- 
ments 95 years. That experience has taught us the 
value of quality—quality of materials, care in man- 
ufacture, reinforcements where strain is possible, 
and excellent designing with an eye to comfort. 


If you are interested in low cost per-patient-day let 
us make up some garments for you. 


MARVIN-NEITZE] 


SINCE 1845 


CORPoRATION 


TROY, 
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Melida Amli of Henry Ford Hospital, Detroit, 
Michigan, has been appointed superintendent of 
the Community Hospital, Big Rapid, Michigan. 


AEE) a 

Sister M. Ancilla, O.S.F., has been appointed 
superintendent of St. Francis Hospital, Peoria, 
Illinois. Sister Ancilla succeeds Sister M. Aquinas 
who has been the superintendent of St. Francis for 
many years. 


ESE a 
Brother Athanasius Savary, C.F.A., R.N., for- 
merly superintendent of nurses of the Alexian 
Brothers’ Hospital, St. Louis, Missouri, has been 
appointed superintendent of this hospital. 


—_—___. 

W. M. Baer, M.D., superintendent of the Peoria 
State Hospital, has been appointed superintendent 
of the Manteno State institution, Manteno, IIli- 
nois, to succeed Dr. Ralph T. Hinton. 


Rapes > Tan a 

Beatrice H. Barnes, R.N., who was assistant 
superintendent of the Lawrence General Hospital, 
Lawrence, Massachusetts, has assumed the super- 
intendency of this hospital. Miss Barnes succeeds 
Mary H. Paterson, who resigned last spring. 


NAR Ate ace 
Dr. Fiske Brooks has assumed his duties as su- 
perintendent of the Delaware County Sanatorium, 
Delhi, New York. 
aii 
Mrs. E. G. Brunsback, Jr., has resigned as super- 
intendent of Page Memorial Hospital, Luray, Vir- 
ginia. 
inset 
Stewart B. Crawford has been elected general 
superintendent of the Maryland General Hospital, 
Baltimore, Maryland, to succeed the late Milton 
W. Gatch. Harry L. Price has been elected to 
succeed the late William C. Ballard as president of 
the Board of Managers. 
Siete ates 
Ruth Hale, R.N., is superintendent of the new 
Nash County Sanatorium, Nashville, North Caro- 
lina, which was formally opened on September 15. 
seiioiialaitiipnatigli 
Mrs. Genevieve A. Hilgers, R.N., has been ap- 
pointed superintendent of Finley Hospital, Du- 
buque, Iowa, to succeed F. P. G. Lattner, who re- 
signed to become executive director of Hospital 
Service, Inc., of Iowa. Cassie Grimes will succeed 
Mrs. Hilgers as superintendent of Decorah Hos- 
pital, Decorah, Iowa. 
<iiiadiiicntaaii 
A. Edward A. Hudson, formerly superintendent 
of the Masonic Hospital, E] Paso, Texas, has been 
appointed superintendent of the Elyria Memorial 
Hospital, Elyria, Ohio. 
a ae 
Byron J. Hughes, M.D., has been appointed 
superintendent of the Winnebago State Hospital, 
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News of Interest to the Hospital Field 


Oshkosh, Wisconsin, to succeed Dr. Gilbert E. 


Seaman. 
——_<——_——— 


Dr. John A. Kenney has assumed his duties as 
medical director of the John A. Andrew Hospital, 
Tuskegee Institute, Alabama. Dr. Kenney was 
formerly medical director of the Community Hos- 
pital in Newark, New Jersey. 

si cil 

Myrtle Kvenvold, R.N., was appointed assistant 
to Mabel Korsell, R.N., superintendent of Itasca 
County Hospital, Grand Rapids, Minnesota. 

anti 

Frances L. Loftus, formerly superintendent of 
the Mount Sinai Hospital, Philadelphia, Pennsyl-- 
vania, has been appointed superintendent of 
nurses of the new Doctors’ Hospital, Washington, 
D.C. 


Cae Ao 

Sister Mary Rainald of St. Francis Hospital, 
Menominee, Michigan, will succeed Sister Mary 
Lilosa as superintendent of St. Phillips Hospital, 
Block Hill, South Carolina. 


teealliighlinee 
Sister Mary Victoria is the new administrator 
of Mercy Hospital, Watertown, New York. 
a 
Vivian E. Mench, R.N., has been appointed 
superintendent of Epworth Hospital, Liberal, Kan- 
sas, to succeed Mollie Bowman. 
enact bali acta 
Robert Carroll O’Brien assumed his duties as 
superintendent of the new 100-bed York County 
Hospital, Rock Hill, North Carolina. Mr. O’Brien 
was formerly administrator of Cherokee County 
Hospital, Gaffney. 


siicendilagiiatocs 

Earl C. H. Pearson, assistant director of St. 
Luke’s Hospital, Chicago, Illinois, for the past 
eight years, resigned November 8 to accept the 
superintendency of the Duval County Hospital, 
Jacksonville, Florida, to succeed Fred M. Walker, 
who has assumed his duties as administrator of 
the Charlotte Memorial Hospital, Charlotte, North 
Carolina. 

a tal eta ani 

B. F. Peterson, M.D., has been appointed super- 
intendent of the Western State Hospital at Boli- 
var, Tennessee. He succeeds Dr. J. R. Wilson, who 


resigned to enter private practice. 
—_— pj. 


Dr. D. L. Richardson will succeed Dr. William O. 
Rice as superintendent of the Rhode Island Hospi- 
tal, Providence, Rhode Island. Dr. Richardson was 
superintendent of the Charles V. Chapin Hospital, 
Providence, Rhode Island, for the past thirty 
years. 

(Continued on page 132) 
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CLASSIFIED ADVERTISEMENTS 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 


must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 





BACK NUMBERS OF MAGAZINES WANTED 





UNIVERSITY OF PITTSBURGH, Pennsylvania, is starting 
a new School of Nursing and wants back numbers of the 
following: 


MODERN HOSPITALS, v. 1-46. 
HOSPITALS, v. 1-12 
AMERICAN JOURNAL OF NURSING, v. 1-24 


NATIONAL LEAGUE OF NURSING EDUCATION PRO- 
CEEDINGS, ist-44th 


Address: Florence A. Pearlman, Order Librarian, 530 
Cathedral of Learning. 





POSITIONS WANTED 


POSITIONS WANTE D—(Continued) 





THE MEDICAL BUREAU (Cont'd) 
procedures; year’s experience in laboratories, 300-bed hos- 
pital. No. 605. 
PHYSIOTHERAPIST—B.S. degree with major in physical 
education; postgraduate training in physiotherapy, Har- 
a four years, physiotherapist, 200-bed hospital. No. 


SUPERVISOR—Graduate of university school of nursing; 
three years, surgical nurse, own hospital; two postgradu- 
ate courses in operating room technique and manage- 
ment; now assistant operating room supervisor; 500-bed 
hospital. No. 607 


ANESTHETIST—Now completing ten years’ work in divi- 
sion of anesthesia, university hospital; excellent training 
as nurse and also as anesthetist; has taught anesthesia; 
personal and intellectual qualifications definitely above 
average. No. 8. 

GENERAL DUTY—Graduate of school of nursing, university 


hospital; two years’ staff duty, own hospital; will go any- 
where; registered in New York. No. 609. 








ADMINISTRATIVE APPRENTICESHIP desired—one year 
for maintenance. Young man, age 29, single, several 
years’ university, ten years good business experience. 
Excellent references. Address Box K-1, HOSPITALS. 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
Director, Charlotte M. Powell, R. N. 
t ®, ears ere FOR CHRISTMAS 
D A WEALTH OF 
GOOD wishes FOR THE NEW YEAR 


from the 
AMERICAN HOSPITAL BUREAU 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


RADIOLOGIST—Diplomate American Board of Radiology 
in diagnostic and therapeutic radiology; three years’ suc- 
cessful private practice during which time has directed 
department of radiology, fairly large hospital. No. 600. 


PATHOLOGIST—Certified by American Board of Pathology 
in Pathologic Anatomy and Clinical Pathology; A.B., 
M.D. and M.A., eastern schools; four years’ graduate 
training in specialty; four years, pathologist, fairly large 
hospital. No. 601. 


DIRECTOR OF NURSES—Bachelor of Nursing Degree, Yale; 
B.S. and M.A. degrees, state university; four years, as- 
sistant superintendent of nurses and nursing education, 
400-bed hospital. No. 602. 


ADMINISTRATOR—Young physician with six years’ experi- 
ence as superintendent, medium-sized private hospital; 
Fellow of American College of Hospital Administrators; 
active in affairs of various hospital organizations. No. 


DIETITIAN—Degree from state university; year’s course in 
hospital dietetics; three years, assistant dietitian, 250- 
bed hospital. No. 604 


REGISTERED LABORATORY TECHNICIAN—B.S. degree, 
state university; excellently trained in all laboratory 


POSITIONS OPEN 





ASSISTANT ADMINISTRATOR WANTED—A large volun- 
tary general hospital in the Middle West wishes to en- 
gage an Assistant Director. To qualify he must be be- 
tween 35 and 40, have had at least 5 years’ successful 
administrative experience as head of a smaller hospital 
or as an assistant administrator in a larger hospital. He 
must be capable of managing the hospital in the absence 
of the Director. Give full information on education, 
training, and experience, other pertinent personal data, 
references, and salary expected. Desirable to send photo- 
graph. Applications will be treated as confidential. Ad- 
dress Box L-1, HOSPITALS. 





INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, B.N., Director 
332 Bulkley Building 
Cleveland, Ohio 
SUPERINTENDENT: Graduate nurse, with experience, 100- 


bed hospital, graduate staff, south central states. Build- 
ing program. 

ASSISTANT SUPERINTENDENT: Layman, 35-40 years; 
with experience. 250-bed hospital, New York State. 
Salary open. 

SUPERINTENDENT AND ANAESTHETIST COMBINED: 
30-bed general hospital, Iowa. 

ANAESTHETIST: Large Sisters’ hospital, mid-western 
state. Salary $125. 


RECORD LIBRARIAN: With hospital record training and 
experience. 180-bed eastern hospital. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Mlinois 
DIETITIANS, technicians, supervisors, instructors, general 


duty nurses, anesthetists, administrators, physicians— 
there are hospitals everywhere needing your services! 





(Continued on page 130) 
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POSITIONS OPE N—(Continued) 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 


Palmolive Building 
Chicago, Illinois 


ADMINISTRATORS—(a) Assistant administrator; university 
hospital; young physician with some experience admin- 
istration required. (b) Young lay administrator to as- 
sist administrator large hospital; must be well-prepared, 
with several years’ experience in large hospital; $4,200. 
(c) To take charge large municipal hospital; thoroughly 
pe og physician required; $7,500, maintenance, self, 
amily. oO 


NURSE EXECUTIVES—(a) To take charge private hospital; 
small community; New England. (b) Graduate nurse 
qualified in anesthesia; to take charge small hospital; 
North Dakota. No. 611 


DIRECTOR OF NURSING—Children’s hospital, university 
group; challenging appointment for graduate nurse with 
experience equivalent to having been principal of fairly 
large training school; recent postgraduate eo F - 
sirable; initial stipend $200-$225, maintenance. No. 612 


SUPERINTENDENT OF NURSES—Fairly iarge institution 
caring for tuberculosis patients; competent executive 
with considerable executive experience required; Pacific 
Coast. No. 613 


ASSISTANT DIRECTOR OF NURSES—To succeed woman 
who has held ‘position for ten years; large hospital; mid- 
west metropolis; $140, maintenance. No. 614. 


SUPERVISOR OF NURSES—Should be qualified in surgery, 
capable administering anesthetics; $176, quarters, trans- 
portation; small hospital; Alaska. No. 615. 


NURSE-TECHNICIANS—Two graduate nurses for important 
industrial positions; one should be qualified in clinical 
laboratory work, the other in x-ray and laboratory work; 
nationally-known industrial company; midwest. No. 616. 


NURSE PLACEMENT SERVICE 
Anna L. Tittman, R.N., Executive Director 
513 Willoughby Tower, 8 South Michigan Avenue 
Chicago, Illinois 


ADMINISTRATION—(a) Director School of Nursing; 50 
students; sciences taught at college; hospital 145 beds, 
built 1932; salary not less than $175, maintenance. No. 

' 09017. (b) Assistant Director; large public hospital; 
undergraduate, affiliate and postgraduate students; ad- 
ministration in communicable, tuberculosis, skin and 
venereal departments ; oon ; $2,200, maintenance; 
attractive suite. No. 0884 


NT Science ; i OT school; 24 students; 
120 bed eastern hospital; annual salaried vacation one 
month; $125, maintenance ; open now. No. 08975. (b) 
Nursing Arts; 200 students including affiliate and post- 
graduate; two hours from Chicago; $125, maintenance; 
open now. No. 08902. 

SUPERVISION—(a) Operating Room; 120 beds; middle- 
west; $100-$125, maintenance. No. 08877. (b) Pediat- 
rics; 459 bed hospital; east; classroom and ward in- 
struction ; $90, maintenance. No. 08906. (c) Obstetrics 
(Head Nurse) ; 456 bed university hospital; south; $85- 
$100, maintenance. No. 08879. 


MEDICAL TECHNOLOGIST—265 beds; west; attractive 
salary. No. 09008. 

SECOND ANESTHETIST—140 beds; south; $100, mainte- 
nance. No. 08957. 


STAFF NURSES—900 bed university hospital; middlewest ; 
$75, maintenance; 8 hour duty. No. 09009. 


TT aa aati it types to meet your special in- 
erests., 
EVERYWHERE 


Write for Application 
No Registration Fee 








Illinois Hospitals and Radio Programs 


A group of eleven hospitals serving three coun- 
ties to the west of Chicago have recently united in 
a cooperative public relations effort. The principal 
activity at present is a half hour radio broadcast 
consisting of appropriate music, health dramatiza- 
tions, and the presentation of hospital facts of 
interest to the community. 

The hospitals cooperating in this work are Cop- 
ley, St. Joseph’s, and St. Charles hospitals in 
Aurora; Silver Cross and St. Joseph’s hospitals 
in Joliet; the Community Hospital in Geneva; the 
City Hospital in St. Charles; Sherman and St. 
Joseph’s hospitals in Elgin; the Community Hos- 
pital in Elmhurst; and the Hinsdale Sanitarium 
and Hospital in Hinsdale, Illinois. 

Each week one of the above hospitals acts as the 
host for that week’s program, at which time a 
short history of the hospital is given along with 
any other bit of interesting community informa- 
tion. In this way each institution has an oppor- 
tunity of presenting some phase of its own indi- 
vidual health program to the community it serves. 

The musical portions of the programs are fur- 
nished by local and nationally prominent artists, 
sometimes by personal appearances at the studio 
and at other times by electrical transcriptions. 
Several of the hospitals have very fine talent 
within. their own personnel who have contributed 
to these community broadcasts. 
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Local dramatic students have volunteered their 
services and are making the health dramatizations 
a very popular feature of each program. For the 
past several weeks a continuous episode featuring 
the care of a baby has been. the topic of this por- 
tion of the program. This dramatic material, 
which is packed full of the human interest ele- 
ment, is being furnished by the Bureau of Health 
Education of the American Medical Association. 

About two or three minutes time is_ utilized 
toward the end of the program for a statement 
of facts relative to some phase of hospital activity 
as it affects the community as a whole, and the 
sick of the community in particular; emphasizing 
always the work of the hospital and the physician 
as a vital factor in the community. 

As these programs are being presented by 
Radio Station WMRO in Aurora, Illinois, as a 
public service feature, the cost to the individual 
hospital, so far, has been very small. Norman B. 
Roberts, administrative assistant in charge of 
public relations for the Hinsdale Sanitarium and 
Hospital, is the program director. Other mem- 
bers of the Group Radio Committee are Dr. Mar- 
tin. F. Heidgen, superintendent of Elmhurst Com- 
munity Hospital; Miss M. H. Ahrens, R.N., super- 
intendent of Community Hospital at Geneva, and 
J. W. Meyer, superintendent of Copley Hospital 
in Aurora. 
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A Monthly Magazine 
A Daily Reference Book 


The American 
Journal of Nursing 


The Magazine of 
The American Nurses’ Association 
and 
The National League of Nursing Education 


The American Journal of Nursing H-12-39 
50 West 50th Street, New York City 
Please send The American Journal of Nursing 


1 year $3 O 2 years $5 O 
(Canada 50c extra a year) 


HELPS CUT YOUR GLOVE COST 

















ithout the huge tank steamers that ply 
between the Far East and our own country, there 
would be no Liquid Latex to produce the age-resisting 
Wiltex and Wilco Surgeon’s Gloves. These steamers 
pick up the live Liquid Latex from lighters off the 
coast of Java and rush it to this country where it is 
honed off into railroad tank cars that bring it to 
a Wilson Plant. From the time a native boy col- 
lects this milk of the rubber tree until it is p 
by us and ready for dipping, it has not changed from 
its liquid state—all its inherent strength and elastic- 
ity is retained and is reflected in lower costs for you 
and your hospital in the long-living Wiltex and 
Wilco Surgeon’s Gloves. To protect your budget, 
order these internationally famous Latex gloves now. 


The WILSON RUBBER COMPANY 
: World's Largest Manufacturers of Rubber Sloues 

No extravagant claims—no special 

blend for you alone. But coffee priced 
right that is going to please your pa- 
trons and increase your business. 
Backed by 55 years experienceg in 
supplying hotels and restaurants. 
John Sexton & Co.-Chicago- Brooklyn 
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Sole Canadian Agents 
J). F. HARTZ CO., Ltd. - TORONTO . MONTREAL 
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Mrs. Gela Harrison Schulte, R.N., has been ap- 
pointed superintendent of the Levering Hospital, 
Hannibal, Missouri, to succeed Mrs. Maude Miller 
Shotwell who resigned for reasons of ill health. 

pe tlle aici 

Mrs. W. Mae Vaughan, R.N., has resigned as 
superintendent of the Goldsboro Hospital, Golds- 
boro, North Carolina, and has accepted the ap- 
pointment as administrator of the Waynesboro 
Community Hospital, Waynesboro, Virginia. 

be eet 

Henry J. Williams of Philadelphia has been ap- 
pointed superintendent of the Brooklyn Eye and 
Ear Hospital, Brooklyn, New York, to succeed 
Henry R. Baker, who resigned. 

<sinaiibicicee. 

Bedford, Indiana—Lawrence County has voted 
a bond issue of $65,000 for the purpose of build- 
ing a community hospital. 

eins baa 

Fort Wayne, Indiana—A Children’s Hospital for 
the care of charity cases will be built at Fort 
Wayne, Indiana. Construction will start as soon as 
the plans have been approved. 


——.———— 
Ames, Iowa—The new $125,000 addition to the 
Mary Greeley Hospital, Ames, Iowa, has been 


completed. 
$< —__—. 


Knoxville, lowa—The Collins Memorial Hospi- 
tal, Knoxville, Iowa, has been completed at a cost 


of $75,000. It will be opened early in December. 
_—— 


Versailles, Kentucy—The contract for the con- 
struction of an addition to the Woodford Me- 
morial Hospital, Versailles, Kentucky, has been 
let. The addition was designed by Samuel Hanna- 
ford Sons, Architects, of Cincinnati. 

ctndiithiiaasammass 

Monroe, Louisiana—The G. B. Cooley Sanitar- 
ium at Pine Top, Monroe, Louisiana, has been com- 
pleted at a cost of $150,000. Dr. Russell H. Frost 


is superintendent. 


New Bedford, Massachusetts — Contract has 
been awarded for the building of an addition to 
the x-ray department of St. Luke’s Hospital, New 
Bedford, Massachusetts; the approximate cost, in- 
cluding new x-ray equipment, is $65,000. The 
architects for the building are Stevens, Curtin & 
Mason, Boston. 


—__——_—— 

Indianola, Mississippi—The new King’s Daugh- 
ters’ Hospital, Indianola, Mississippi, erected at a 
cost of $50,000, was dedicated October 28. 

—_—~<_ —— 

Rolla, Missouri—The new trachoma hospital at 
Rolla, Missouri, one of the two state supported in- 
stitutions of its kind in the country, has been 


completed at a cost of $150,000. 
en 


Atlantic City, New Jersey—The Board of Free- 
holders has voted $450,000 for a new 100-bed fire- 
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proof tubereulosis hospital for Atlantic City, New 
Jersey. 


—_——@—_—_— 

Orange, New Jersey—The $115,000 addition to 

the Orange Memorial Hospital, Orange, New Jer- 

sey, is under construction. It is designed to con- 

tain inexpensive private rooms for patients of 
moderate means. 


Pra e* E 

Jersey City, New Jersey—Bids for the construc- 
tion of a new 11-story unit to the Medical Center, 
to cost $2,500,000, have been opened. Forty-five 
per cent of the cost will be a Federal grant. 


a 

Buffalo, New York—The new $100,000 addition 

to Columbus Hospital has been completed. Dr. 

Charles B. Borzillari, Sr., the founder of Columbus 
Hospital, presided at the dedicatory exercises. 


———_>————— 

Mansfield, Ohio—Mansfield General Hospital is 
studying plans for the erection of a 3-story addi- 
tion. Dr. O. A. Fonkelsrund is the superintendent. 


———_—<>———- 
Portland, Oregon—The new University Tuber- 
culosis Hospital, Portland, Oregon, a 7-story build- 
ing costing $200,000, was recently dedicated. 
———_~>—_—__ 
Charleston, South Carolina—The new Drum 
Hospital, costing $135,000, is under construction 


and will be completed early in the new year. 
———_— 


Dallas, Texas—At a recent meeting of the 
Dallas County Hospital Council the following offi- 
cers were elected: President, A. C. Seawall, as- 
sistant superintendent of Baylor University Hos- 
pital; Vice President, Mrs. Elsie McQuay, super- 
intendent of Medical Arts Hospital, and Secretary- 
Treasurer, Lucille Burlew, superintendent of 
Bradford Memorial Hospital, re-elected for a sec- 


ond term. 
—_—p——— 


Waco, Texas—Plans have been completed for 
taking over the Colgin Hospital and Clinic by the 
City of Waco. It will be operated as a city insti- 


tution. 
—_—_—_—>————_. 


Loudon, Tennessee—The new $75,000 Loudon 
County Hospital at Loudon, Tennessee, was opened 
Sunday, November 12, with pomp and ceremony. 
Open house was conducted from 12 noon to 8 p.m., 
and more than 2400 people passed through this 
beautiful and modern hospital. Qn special invita- 
tion from Superintendent Lester G. Freelove, V. R. 
Bottomley and T. H. Haynes, President and Secre- 
tary respectively of the Tennessee Hospital Asso- 
ciation were present. 

The hospital is equipped with facilities for 
thirty-five patients and in cases of emergency, an 
additional ten people can be accommodated. 

rinkocadiiainaasdies 

Pulaski, Virginia—Bids for the construction of 
an addition to the Pulaski Hospital, Pulaski, Vir- 


ginia, were opened November 2. 
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Radio programs, Illinois hospitals and 

Radium—exposure meter designed as ng 
device, The Technical News Bulletin 

Rates, Case for inclusive 

Recent developments - British hospital services, 
McCleary, G. F., 

Record librarians a the movies, Jolly, Robert, 

-A.C.H.A. "A 


Records—Photography in the hospital 
Red Cross need for hospital supplies, Chinese.... 
Regional system model—Hospital services of 

Great Britain—Part I 
Rehabilitation of handicapped—They do grow up..Nov.- 75 
Relationship of hospital i epee to hospital 

laboratory, Davidsohn, I., M.D. Sept.- 44 
Relationship of hospitals to public health, Beeler, 

. Moss, M.D oO 

Relationship of the women’s auxiliary to adminis- 

_— and board of trustees, Shorey, Elizabeth 


N 

Report of a study of medical care in Cook County. Dec. “112 

Report of the council on government relations 
relative to lien laws 

Retirement from active duty of a hospital admin- 
istrator—Ed. 

Right of hospitals to admit physicians and choose 
staff—Ed. 

Rodents, How to get rid of 

Royal party visits Winnipeg General Hospital. . 

Rubber goods—Purchase and care of anesthesia 
supplies 


Sanatorium administrator, Problems of 

Schedule for a general rotating internship, 
Firschein, Isidore, M.D. ...........++eseeeees Sept.- 32 

Science and service go hand in hand 

Security for hospital employees—Ed 

Selection and training of personnel, Longstaff, 
H. P., Ph.D 

Sewing room, Thauwald, Clara 

Silver, Saving 

Silver, Saving 

Sister makes highest average 


HOSPITALS 





Six-month plan for organization of hospital 
library, Posner, Frances 
Small hospital, Adaptability of routine hospital 
purchasing procedure to Nov.- 55 
Small hospital, Dietary and houskeeping man- 
agement in . Dec.-106 
Small hospital in our communities, Importance of .Dec.- 65 
Small hospital, Manufacturing in Nov.- 81 
Small hospital, Nutritional service in—Ed. ...... Aug.- 71 
Small hospital, Principal problems of July- 53 
Social agency—Importance of small hospital in 
our communities 
Social Security Act of 1935, Radical changes pro- 
ai ihe bill on national health eee 
1620 


Nov.- 96 


Social security—Hospital development in Latin 
America 
Social security legislation — charitable hospi- 
tal, Montavon, William F., K.S.G 
Social security—Mental health and medical eco- 
nomics Aug.- 83 
Social work, Public appraisal of Aug.- 41 
Socio-economic aspects of institutional maternity 
care, “{owe, F. Stanley, A.B., F.A.C.H.A Nov.- 62 
Sprunt, W. H.—Obituary 
Staff meetings, Summer—Ed 
Staff organization—Recent developments of Brit- 
ish hospital services 
Standardization, Appeal of hospital—Organiza- 
tion and management of American and British 
voluntary hospitals 
Standardization in 1938, Hospital—Ed 
Standards affecting hospital practice, 
sional 
Standards, United States pharmacopial—Pur- 
chase and care of anesthesia supplies 
State and provincial secretaries, Notice (Conven- 
tion luncheon) Sept.- 58 
State relations, Steele, M. F., M.D.............. July-100 
Statistics—Catholic hospital facilities—Wagner 
bill on national health program—S. 1620 
Statistics—Death rates 
Statistics—Federal hospital building program... 
Statistics—Indigent patient and the voluntary 
hospital 
Statistics—Problems of the sanatorium adminis- 
tration 
Sterilization 
Sterilization of instruments—Control of post- 
operative infections 
Sterilizer, Instrument , 
Sterilizer, Instrument—Another step forward...July-106 
Sterilizing after a case of gas bacillus or tetanus 
infection—Operating room management 
Study in hospital laundry service, Roach, ~ 


Nov.- 52 


Frank 
Study of 500 consecutive admitted group hospi- 
talization cases, Rockwood, H. L., M.D 
Study of medica! care in Cook County, Report of Dec. “112 
Subsidiary workers—Trends in nursing education 
and service 
Superintendent’s view of occupational therapy, 
Wilson, Lucius R., M.D 
Sur; ery—New silk suture 
Surgery, Nylon in—New facts about a new ma- 
terial 
Surgical drapes, Colored 
Surgical mask—Operating room management. . 
Syringes and thermometers 


T 


Taxation of hospitals—Legal aspects of hospital 
administration 

Technologists—Ed. 

Television in surgery 


December, 1939 


John E. 

Thermometers, Syringes and 

They do grow up, Patterson, William J., M.D.. .Nov.- 75 

Toronto our convention city July- 68 

Training in hospital administration—Ed 

Training of hospital executives at the Chicago 
institute for hospital administrators 

Training of hospital personnel, Hayhow, Edgar 
Ce Sic euctpeeewnwces eas vas ceecekas July-84, Dec.- 57 

ae see nursing education and service, Law- 
er, E. 

Travel to forty-first annual convention of Ameri- 
can Hospital Association 

Trustee, Ideal hospital 

Trustees of our hospital, The—Ed 

Tuberculosis among institutional nurses—Preven- 
tion of communicable diseases among nurses in 
general hospitals 

Twitty, Bryce L., heads Group Hospital Service 
of Texas, Inc 


Aug.- 78 


Aug.- 22 
Nov.- 95 


Voluntary hospital, Benson, L. B., D.D 

Voluntary hospital has earned a place of impor- 
tance in community, Manville, Charles B 

Voluntary hospital, Indigent patient and 

Voluntary hospitals, Growing field of insurance 
practices related to 

Voluntary hospitals, Organization and adminis- 
tration of American and 

Voluntary hospitals—- Recent developments of 
British hospital services 

Voluntary system advantages—Hospital service 
of Great Britain 0 

Volunteer system, Organizing a 


Aug.- 89 


Wagner Bill—Ed. 

Wagner Bill on national health program—S. 
1620—Statement presented to the Sub-commit- 
tee of the Senate Committee on Education and 
Labor on behalf of the— 

American = Association, Munger, 


. ° 


Tait tty, Bryce L 
Catholic Hospital Association of the United 
States and Canada, Schwitalla, Rev. 
RGR Bie Clinic Kc Ko evict veeaeNeeeces July- 20 
National Catholic Welfare Conference, 
Montavon, William F 
Walker, Fred M., new superintendent of Char- 

lotte Memorial hospital Sept.-113 
Welding in hospitals available, Information on. .Oct.- 92 
Western New York Hospital Council 
Whitecotton, George Otis, M.D., new superinten- 

dent of University of Chicago Clinics N 
Widening circle of hospital service in Missouri, 

Stark, Hon. Lloyd C 
Windowless operating rooms, List, Walter E., 

M.D., and Hermann, Harold Aug.- 75 
Winnipeg General ie Royal party visits..Aug.- 63 
Wolf, Earl C., goes to St. Mary’s Hospital, Roch- 

ester, Minn 
Woman’s auxiliary?, Can a hospital afford to be 

without, Goldbloom, Annie E. B 
Women’s "auxiliary, Relationship of administra- 

tor and board of trustees to 
World unity in relief of suffering, MacEachern, 

Malcolm T., 


X-ray department—Photography in the hospital. .Oct.-100 
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e Accurate conformation and ;mmobi- usually associated with plaster work is 


lization with use of “Specialist” minimized. «Gpecialist” Splints and 


Splints! The casts are very strong: yet Bandages 2F° supplied in all conver 

light in weight. Specialist” Splints are _ient sizes. 

easily applied, and are convenient and 

time-saving- They saturate instantly- 
- NEW BRUNSWICK, Nn. 4- CHICAGO it. 

There is 2° loose plaster: Messiness TT ctl 4 JOHNSON 


“SPECIALIST” SPLINTS 2 
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